Regionalization and accessibility of rural health services in the People's Republic of China: a comparative case study of the Huancheng and Doushan communes. by Tsui, Wai-ying. & Chinese University of Hong Kong Graduate School. Division of Sociology.
REGIONALIZATION AND ACCESSIBILITY OF RURAL HEALTH SERVICES
IN THE PEOPLE'S REPUBLIC OF CHINA -A COMPARATIVE
CASE STUDY OF THE HUANCHENG AND DOUSHAN COMMUNES
Wai-ying Tsui
A thesis submitted to the Graduate School of the
Chinese University of Hong Kong
in partial fulfillment of the requirements for the degree
of Master of Philosophy in the Sociology Division.




The author is deeply grateful to the members of her
advisory committee, Dr. Ambrose Y.K. King, Dr. Rance P.L. Lee,
and Dr. T.S. Cheung, for their stimulating advice and comments
on this thesis. Special thanks are due to Dr. Rance P.L. Lee,
the author's advisor for generously offering his time and
attention during many sessions of consultation, and for his
helpful suggestions in reading the draft manuscript.
Acknowledgment is due to the Social Research Centre
at the Chinese University of Hong Kong. The present study
is part of the Commune and Socio-economic Development in
the People's Republic of China project organized under the
auspices of the Social Research Centre. The project is
supported by a grant from the Board of Trustees of Lingnan
University. Professor C.K. Yang of the Sociology Department
at the University of Pittsburg has provided substantial
intellectual guidance and various supportive efforts to the
research team at the Social Research Centre, of which the
author is a member. The project's first co-ordinator was
Mr. S.L. Wong, Senior Lecturer in Sociology Department at
the Chinese University of Hong Kong until 1977. The present
co-ordinator is Dr. Rance P.L. Lee, Director of the Social
Research Centre.
The author wishes to acknowledge the guidance and
assistance of Miss Helen Siu. Finally, the author also owes
personal debts and thanks to all those people who have helped







II. THE COMMUNES: SOME BASIC CHARACTERISTICS 24











Formal Structure of Authority
IV. HEALTH SERVICES OF THE COMMUNE HEALTH NETWORK 73
Health Services at the Commune Level
Brigade Medical Station and Barefoot Doctor
V. EQUITY IN ACCESS TO HEALTH CARE: GEOGRAPHIC
ACCESS AND ECONOMIC ACCESS 109
Geographic Access: Quantitative Adequacy and
Appropriate Geographic Distribution
Economic Access: Co-operative Medical Program
VI. COMMUNE HEALTH NETWORKS-A TENTATIVE COMPRAISON 129
Institutional Similarities







2.1 Relative Proportion of Different Population
Components, by Commune, 1978 3c
2.2 Average Per Capita Income and Average Income
Per Labour Power, by Commune, 1977 34
2.3 Relative Proportion of Gross Income at the
Three Levels, by Commune, 1977. 35
3.1 Medical Facilities in Huancheng Commune,
December 1978 54
3.2 Medical Facilities in Doushan Commune,
May 1978
55
4.1 Manpower in Commune Health Network,
by Commune, 1978 86
4.2 Population Ratios of Medical Manpower and
Facilities, by Commune. 1978_ 87
4.3 Sex Composition of Barefoot Doctors, by
Commune, 1978 93
4.4 Education Background of Barefoot Doctors in
Huancheng Commune, 1970 95
5.1 Changes in Doctor to Population Ratio in
Huancheng Commune, 19+9-1978 118
5.2 Per Capita Annual Payment of Co-operative
Medical Fund and Extent of Free Medical Care
in Doushan Commune, by Brigade, 1968 122
5.3 Per Capita Annual Payment and Co-operative
Medical Fund, by Commune, 1978 124
6.1 Composition and Distribution of Doctors,
by Commune, 1978. 142
6.2 Proportion and Amount of Public Welfare
Fund. by Brizade. 177 148
6.3 Relative Composition of Barefoot Doctors with
Further Training, by Commune, 1977 152
LIST OF ILLUSTRATIONS
Figure page
1.1 A List of the Medical Institutions Visited,
May and December. 1978 18
1.2 A List of the Informants, May and December,
1978 0 19
2.1 Organizational Chart of the Revolutionary
Committee, Huanchen Commune, 1978 4o
2.1 Organizational Chart of the Party Committee,
Huancheng Commune, 1978. 42
4.1 Organizational Chart of Huancheng Commune
Health Clinic 75
4.2 Organizational Chart of Doushan Commune
Health Clinic 76
4.3 The Patient Referral Pattern of Doushan
Commune Health Clinic in 1977, with
Illustrations_ 101
6.1 Patient Referral System for a Commune in




The availability of adequate medical care tends to
vary inversely with the need for it in the population served
( Hart, 1971). This inverse care law summarizes the health
problems as commonly experienced by the majority of the countries
in the less developed world. The deprived groups of the developing
countries are predominantly the rural population. In 1970, the
rural population of the less developed regions of the world was
estimated to be 75 per cent of the total population, of which less
than 15 per cent had access to health services( Djukanovic and
Mach, 1975, P-7).
In recent decades, even though there has been rapid
development of health services and vast improvement in the health
status of the population in the developed countries, the situation
in the developing countries is totally in reverse. Owing to the
lack of even the simplest measures of health care, the major causes
of mortality in developing countries are still the preventable and
curable diseases. A large number of people suffer from mal-
nutrition, or impaired bodies and intellects. Maternal and
childhood mortality rates remain high. Little progress has been
made in reducing morbidity rates and improving the health and
quality of life of parents and their cnildren. A glaring contrast
does exist between developed and developing countries, which can
be readily shown by the differences in the vital statistics_
2In recent years, health care is increasingly accepted as a
basic human right. Given the standards of health defined by the
World Health Organization as a state of complete physical, mental
and social well-being 2, it is not difficult to comprehend the
urgent and rising demand on governments of the developing regions
in meeting the basic health needs3 of their people. In face of
this adverse health situation, which is further complicated by the
problems of limited scarce resources, and the usually dispersed
and isolated distribution of the rural population, different
developing countries indulge in varying health policies to provide
health care for its people. In general these policies can be
classified into two main approaches( Benyoussef and Christian,
1977 Djukanovic and Mach,1975).
The first one was that of a health care delivery system
modelled after those of the developed world, emphasizing the
provision of relatively sophisticated health services staffed by
highly qualified personnel. The strategy \,as to expand these
services progressively as resources increased until the entire
population was covered. However, this approach generally resulted
in services concentrated in urban centres, predominantly curative
in nature, and are accessible mainly to a small and priviledged
group of the population. Thus, it is doubtful that health
services organized along this approach are likely to expand to
meet the basic health needs of all people or to make any
appreciable impact on the health problems of the majority of the
3developing countries. The second one is a completely different
approach. It emphasizes community-based or primary health care
which focuses mainly on the developmental needs of the deprived
populations. To put it simply:
Primary Health Care consists of simple and effective
measures, in terms of cost, technique and organization
which are easily accessible to the people requiring
relief from pain and suffering and which improve the
living conditions of individuals, families and
communities. These measures are aimed at providing
answers expressed as a. Where can I go and what
can I do for the relief of pain and suffering?
b. What can I do to live a healthy life? These
measures include preventive, promotive, curative,
rehabilitative and community development activities.4
During the past decades, national governments in a number
6
of developing countries5 and various international organizations
have attempted to use the primary health care approach to alleviate
the problems of poverty, sickness, disease and death in the
developing regions of the world. As a result, alternative
programs geared to meeting basic health needs have been set up.
These range from innovative ones covering limited areas to
completely new health systems introduced in the wake of radical
changes in the political and social system.7
The primary health care approach is still in its
experimental and developmental stage, involving various problems
4of general applicability to different political, social, economic
and environmental situations. But compared with the other
approach, it seems to be rather promising in coping with the
health problems in developing countries.
China adopts this approach. Its health care system seems
to be potentially promising in providing primary health care for
its people, especially the rural population. This is based on the
criteria of( Elling,1974):
1., meeting basic health needs,
2. covering the large proportion of population
3. being workable and broadly applicable in
situation with minimum resources.
Thus, the present study will focus on the case of China in the
hope that this exploration into China's experiences may give
insights to the problem of providing health care to meet the
basic health needs of the deprived population of a country,
given the many limitations and constraints.
Health Care Development in China:
Historical Background
In the face of the adverse condition of scarce resources,
technological backwardness, and overpopulation, shared by the
developing nations, China is attempting to design a health care
system to make health and medical care both available and
accessible to its rural population. This population is previously
5deprived of health care and amounts to about 80 per cent of the
total population.
In contemporary China, the health care system comprises of
three sectors: the state health sector, the military health
sector and the rural health sector( Hsu ,1977). The state sector
is under the Ministry of Public Health and the health departments
at various levels of the government. It is responsible for the
allocation of medical facilities and resources at the various
governmental levels. It provides free health care to workers
and cadres of the state-run enterprises, government functionaries
and school teachers. To a certain extent, medicaid is also
provided for their dependents. The military health sector
delivers services to the People's Liberation Army, but also
supports the rural sector. The rural health sector is composed
of the various commune health networks consisting of commune
clinics and brigade medical stations. This sector provides
co-operative health care to the rural population.
However, the institutional reform in medicine in the rural
areas is only a recent phenomenon, implemented and accomplished
within the last decade. In order to grasp the change in the
organization of health services in rural China, an overview on the
development of health care in the recent past is essential. This
rural health care development has passed through several stages
and is in line with other changes in developmental strategy within
6the economic and social system( Rifkin,1972 Rifkin and Kaplinsky,
1973 Sidel and Sidel,1973).
Pre-communist Period
The minimal health resources in China was hardly available
to the rural population even in the first half of this century.
Before liberation, the medical manpower responsible for the
provision of health care to the people was composed of a dual
system( Croizier,1968). There were the traditional Chinese
medical practitioners, practising herbal medicine since ancient
times. They varied greatly in their training and skills, with
the absence of any well-defined national qualifications. The
other group were doctors with Western training, introduced from
abroad and trained through an urban-based missionary hospital
system that began in the 1860s. These doctors were limited in
number and practised exclusively in the large urban centres8.
9Hospital facilities were equally limited and urban-centred.
Thus, the only medical care available to the vast majority
of the rural population was provided by traditional practitioners.
Many of them inadequately trained even by the standards of
traditional Chinese medicine. Preventive medicine was almost
non-existent. As a result, the rural population was plagued with
almost every known form of nutritional and infectious diseases.
The infant mortality rate during this period was estimated to be
7200 deaths in the first year of life per 1000 live births( Sidel
and Sidel, 1973, p.18).
Pre-commune Period
In this period, the health system mainly focused on the
re-establishment of basic organizations, the creation of health
teams of auxiliary workers, and the eradication of epidemic
diseases.
In 1949, the Chinese government established the Ministry
of Public Health. A high priority was placed on health care in
the list of national development goals. Private practice was
discouraged and doctors were urged to join in organized united
clinics to make their services available to the state( Rifkin,
1972). In the early 1950s, a National Health Congress in
Peking adopted principles that resulted in a set of guidelines
for health work. These still serve as the basis of health
policies in present day China. These guidelines are( Chinese
Medical Journal,1958):
1. Medicine must serve the working people
-- workers, peasants, and soldiers
( in Chinese, gong-nong-bing).
2. Preventive Medicine must be given priority
over curative medicine.
3. Practitioners of Chinese traditional
medicine( zhongyi) must be united with
practitioners of Western medicine( Xiyi).
4. Health work must be integrated with mass-
movement.
8In response to these principles, measures were carried
out to redistribute the access to health care for the deprived
rural population. In order to get health services to the rural
population, health teams composed mainly of auxiliary health
workers were established in the period 1950-52. These auxiliary
workers were trained in both preventive and curative techniques,
and were responsible for carrying out a number of health and
medical measures in the rural areas, under the guidance of
doctors in the urban centres. Their tasks focused mainly on
anti-epidemic stations establishing maternal and child care
services training local inhabitants to carry out preventive
work and establishing health services among the minority tribes.
To accomplish the aims of disease eradication and to
implement preventive measures, government mobilized mass health
campaigns in 1952, which were later institutionalized. The purpose
of these seasonal Patriotic Health Campaigns was to improve village
10
water sanitation and to eradicate the four pests
However, apart from the above measures, no further
attention was paid to the provision of direct personal health
care in rural China. Health policies focused on programs to
benefit urban workers. This led to a weakened concern and a
reduced pace in developing health care for the rural population.
Maybe this urban emphasis in health policies was in parallel
course with the Nation's developmental strategy of rapid
9industrialization in this period.
Communization Period
Communes were established to organize the rural population
in 1958, after several years of progressive collectivization of
China's agriculture. In this period, health policies paid more
attention to the provision of health services to its rural
population. This increasing rural emphasis in the health sector
reflected-the overall developmental strategy of the nation in the
stress on agriculture.
In order to extend the health services to the rural
population, county hospitals were widely established to serve as
rural health centres for the entire county. These health centres
assumed responsibility for outpatient and regional health work,
direction of mass campaigns investigation and control of
contagious diseases inspection of public mess halls, nurseries,
kindergartens and maternity hospitals delivery of medical care
and preventive work.11 To provide adequate staff for these rural
health centres, secondary-level medical schools were set up to
train a new type of medical manpower and dispensers12 other
measures were also sought to synthesize the two systems of
Chinese and Western medicine.
In addition, a new type of local auxiliary worker was also
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trained to carry out elementary treatment, preventive and
sanitation work. These part-time workers were the predecessors
of the 'barefoot doctor', employed in health work during the
slack seasons and provided on-the-spot treatment. But these
workers were not trained on a wide scale. Another redistributive
measure was also taken to transfer the urban medical manpower to
the countryside on a rotation system. They were provided for one
year's absence from their urban institutions and remained in the
rural areas to treat the local people, and to establish or support
local health workers. Thus, there was a rapid expansion of rural
health services in this period. By 1965, every county in China
had at least one hospital( Chang,1965).
Post-1965 Era: Establishment
of the Rural Health Sector
In spite of the gradual expansion of rural health services
since 1949, fundamental changes in the organization of health
services for the rural masses took place only in the post-1965
period. It resulted in the emergence of a rural health sector
with commune health networks. This institutional reform in
medicine was initiated by Mao's June ?6 Directive
in 1965 which called for a renewed rural emphasis in health work.
The Direc\tive stated,in medical and health work put the stress
1
on the rural areas.
In response to Mao's directive, the transfer of urban
11
medical manpower to the rural areas through the system of mobile
medical teams became institutionalized in the post-1965 era. The
most significant measure taken in this period was the nation-wide
implementation of new forms of health manpower 14 different from
the regular doctors and the secondary medical personnel, though
there were precedents for the development of auxiliaries prior
to 1965. The training of barefoot doctors in the rural areas
was accompanied by the establishment of medical stations and the
formation of co-operative medical programs in the communes.
By the mid-1970s most brigades in the nation had established
co-operative medical care.15
The health service reform in the rural areas has enabled
a ,great variety of health services to be made available and
accessible to the rural masses in an organized and systematic
form. It resulted in a fundamental change in the health
situation in rural China.
Objective of the Stud_y
The rural health care sector in China is locally
administered and locally financed. It comprises of a great
number of commune health networks in different regions of the
country. Though the organizational principles of the rural health
care delivery systems in different regions are basically similar,
the actual operation and the care provided in these systems vary
12
with different developmental conditions, geographical locations,
and epidemiological situations.
Although there is a substantial amount of literature
on rural health care in China, the majority are general accounts 16
The focus of the present study is on the actual implementation of
these rural health care systems in combating diseases and
maintaining the health status of its people. The specific
objectives are:
1, to examine how the health services are mobilized and
organized in rural communes in the delivery of
primary health care to its rural population.
2. to investigate how the implementation of this rural
health network and the co-operative medical program
can enhance a redistribution in the equity in
access to health care and adequate services for the
previously deprived rural population.
3. to make a preliminary comparison between two commune
health networks in order to identify the variations
and to interpret these variations in relation
to exogenous factors such as the geographical
location and economic condition of the communes.
CONCEPTUAL FRAMEWORK
In the present research of health services in the rural
13
communes, an institutional level of analysis is adopted. The
entire health care delivery system of the commune is taken as
the elementary unit of study. This health care system is
conceived as a model of regionalization.
In the face of the shortage of both economic and health
resources commonly shared by the developing countries, the question
of efficient and effective organization of this available minimal
resources to provide optimal health care with maximum health
coverage turns out to be a prime concern of both providers and
consumers. Recently, the issues of regionalization as a model
for organzing health care service( Saward,1976 Elling,1975
Elling,1978) has been raised in response to this concern.
This concept of regionalization has two aspects,
geographic and organizational regionalism( Pearson,1976).
It was first enunciated clearly in the 1920 Dawson of Penn
Report in Great Britain17. The concept results in a structure
within a defined geographic area for the deployment of various
goods and services based on the logic of regional location,
which is developed from regional planning, decentralization
and co-ordination. Thus, the term 'regionalized personal
health services' is used to explain the process that brings
consumers and providers together in a defined area with
discrete facilities separated by space and hierarchical
service responsibilities but functionally linked in a formally
14
structured and co-ordinated manner( Pearson,1976, p.3).
This organizational framework is practised by many
developing countries in the provision of primary health care.
But the extent of regionalization and the realization of the model
varies among countries under different socio-economic conditions.
However, the ideal characterestics of this model have been
delineated by Elling and include the following( Elling,1975,
Elling,1978):
1. -a functional geographic area with sufficient
population to support the full range of health
facilities and services.
2. a graded hierarchy of regional services.
3. an integrated authority structure.
4. a two-way flow of co-ordinated exchanges,
including patients, information, personnel
and technology.
5. a thrust toward preventive and general care
at the periphery.
6. closed-end financing through pre-payment on
a capitation basis for total care of all
members of the population.
7. the least trained person and least complicated
and expensive technology adequate for performing
a task should be used.
8. emphasis on in-service and on-the-job training.
9. emphasis on citizen involvement.
10. local goals should be co-ordinated for the
total care of all persons in the area.
15
The health care systems in rural China are essentially
organized on the basis of a regionalized health network and
possess a majority of the above ideal characteristics, though
the extent of realization of these characteristics may vary
across communes.
As a health care system is both itself a system and a
part of a much broader socio-political system( Litman and
Robins,1971), the conception of the health system( Elling,
1974) proposed here encompasses social and political contextual
factors in addition to the health care system. These extra-
organizational factors include the economic condition and the
authority structure of the commune organization, which is the
immediate context of the rural health care system. Thus, in
addition to the concept of regionalization of health services,
a comparative perspective is also adopted to identify some of
the effects of these factors in shaping health care development
and operation in commune health networks. This comparative
-perspective will be in two dimensions: the time and the space
dimensions. The time dimension focuses on the change in the
redistribution of access to health care as experienced by the
rural population over the past three decades while the space
dimension focuses on the variations in health care delivery in
two different communes, the Huancheng Commune and the Doushan
Commune.
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Corresponding to this conceptual framework, the study will
be organized into three parts. The first part deals with the
setting and the basic characteristics of the two communes under
study. The second part is on the components and characteristics
of the rural health care delivery systems. The last part is a
tentative comparison between the two commune health networks.
THE METHODS
The present study is a comparative case study of two
commune health networks. It is based on information of two rural
communes in the Foshan Prefecture of Guangdong Province: the
Huancheng Commune of Xinhui County and the Doushan Commune of
Taishan County.
This study is part of the project on Commune and
Socio-economic Development in the people's Republic of China
which is organized under the auspices of the Social Resarch Centre
at the Chinese University of Hong Kong. The project adopted an
inter-disciplinary approach, with a research team that includes
sociologists, anthropologists, social demographers, psychologists
and demographers. There is a division of labour among the
members of the team with each member focusing on different aspects
of the commune 18 so that a comprehensive understanding of the
communes under study can be acquired. In addition, information
17
about two more communes, the Dali Commune of the Nanhai County
and the Lokang Commune of the Suburban District of Guangzhou
are also available.
The data were collected through non-participant
observation and in depth interviews during field visits to
the communes on two occasions, May 1978 and December 1978.
Each visit lasted for about one week. As the specific research
purpose of these visits were well-understood by the responsible
organizations, special arrangements were made to visit the
relevant places and to interview the people most able to provide
the' information needed. Visits were made to medical institutions
at different administrative levels including 4 medical stations,
2 commune health clinics, and 2 county hospitals( See Fig. 1.1).
Interviews were also conducted with responsible officials at
various administrative levels, including: 8 cadres or administrative
staff in charge of health works at the county and the commune
levels, 2 doctors and 14 barefoot doctors( See Fig. 1.2).
The procedures involved in these visits and interviews
were quite standardized. After a general account full of
statistics and descriptions of local conditions were presented
by the responsible officials, questions on particular points
were raised, followed by a tour around the respective medical
institutions. After the tour, in depth interviews were carried
out with the respective respondents.
18
County Hospitals: 2
People's Hospital, Taishan County
Chinese Medical Hospital, Xinhui County
Commune Health Clinic: 2
Doushan Commune Health Clinic( and a Branch Clinic at Doushan
market town
Huancheng Commune Health Clinic
Medical Stations: 4
Qile Brigade Medical Station, Doushan Commune
Dawan Brigade Medical Station, Doushan Commune
Jiangju Brigade Medical Station, Huancheng Commune
Medical Station for the industrial and transportation
workers, Doushan Commune
Fig. 1.1--A List of the Medical Institutions Visited, May
and December, 1978.
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Cadres in Charge of Health Work: 8
An official of the Taishan County Health Bureau (M)
Director, Taishan County People's Hospital
Director, Chinese Medical Hospital of Xinhui County
Director and Deputy Director, Doushan Commune Health Clinic
Director and Deputy Director, Huancheng Commune Health Clinic
A cadre, Commune Co-operative Medicine Committee, Huancheng Commune
Doctors: 3
A medical doctor, Uhinese Medical Hospital of Xinhui County
Head, Prevention and Immunization Division, Doushan Commune
Health Clinic
A mental health doctor, Doushan Commune Health Clinic
Barefoot Doctors: 14
3 barefoot doctors, Qile Brigade, Doushan Commune
4 barefoot doctors, Dawan Brigade, Doushan Commune
2 barefoot doctors, Medical Station for industrial and
Transportation workers, Doushan Commune
1 barefoot doctor, Jiangju Brigade, Huancheng Commune
1 barefoot doctor, Dadong Brigade, Huancheng Commune
1 barefoot doctor, Chengnan Brigade, Huancheng Commune
1 barefoot doctor, Tianlu Brigade, Huancheng Commune
1 barefoot doctor, Tienma Brigade, Huancheng Commune
Fig. 1.2-- A List of the Informants,, May and December, 1978.
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Limitations
The limitations involved in this kind of study are that
the data were mainly obtained from official accounts, though
some information was also acquired through casual conversations Wither
local respondents. In addition, the interviews were generally
conducted in a separate room either within or away from the
medical institutions. As a result, only a formal structure of
the rural health care system could be traced out from the data
and information at the behavioral level was extremely limited.
The formal structure of a system and its actual functioning
are completely different matters. To get a thorough
understanding of China's rural health care, problems that are
involved in the functioning of these systems are important factors
that have to be considered. Socio-cultural aspects of the rural
health care system, such as the practi_ti oner-patient relationship,
the social organization of the medical professional and health
workey-s,etc., are also important issues that need to be discussed.
However, these problems are beyond the scope of this study,
and remain as questions yet to be answered through further
research. Furthermore, comparable data on the change in
policies before and after the period of the' gancr of four
are also unavailable, though it is our impressions that there
is a greater emphasis in the quality of care provided after
1976.
21
NOTES ON CHAPTER I
1. According to 1971 data, the life expectancy at birth was
43 years in Africa and 50 in Asia, as compared to 71 in
Europe and North America. Over the period 1965-69, the
infant mortality rate was 140 per 1000 live births in the
developing regions, and was dramatically higher than the
rate of 27 per 1000 in the developed world. But there was
an enormous variation among countries, from an estimated
maximum of about 200 to a minimum of 9.6 per 1000. While
on average, the infant mortality rate was 10 to 20 times
higher in the developing than in the developed countries,
the variation in the average mortality rate between the
ages of one and four years was even more extreme and was
30 to 50 times higher. In addition, the principal causes
of morbidity in the developing countries are malnutrition,
vectorborne diseases, gastrointestinal diseases, and
respiratory diseases, thus reflecting the state of poverty,
squalor and ignorance in the rural areas of these countries.
See Djukanovic V. and Mach E.P. (1975) pp.13-14.
2. This is cited in Dunn, Fred L., Traditional Asian Medicine
and Cosmopolitan Medicine as Adaptive System in Leslie, C.
ed. (1976).
3. The list of basic health needs include: sufficient
immunization maternal and child care family planning
adequate safe and accessible water supplies, sanitation,
and vector control health and nutritional education
diagnosis and treatment for simple diseases, first-aid
and emergency treatment, and facilities for referral. See
Djukanvoic, V. and Mach E.P. (1975) p•9
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4. This is the model presented by the Director-General of the
World Health Organization in his report to the 28th World
Health Assembly in May 1975. Cited in Sidel, V. and
Sidel, R. (1977).
5. For example, Bangladesh, China, Cuba, Tanzania, Venezuela,
Yugoslavia, India, Niger, Nigeria, etc. case studies on
programmes adopted by these countries are available in
Djukanovic, V. and Mach E.P. (1975).
6. These organizations include: World Health Organization and
UNICEF, etc.
7. For example, in China, Cuba, Tanzania and to a certain extent
Venezuela, the programmes are adopted nationally. While in
Bangladesh, India, Niger and Yugoslavia, the new programmes
only covered a limited area. See Djukanovic, V. and Mach E.P.
(1975).
8. In 1952, there were 2919 registered western doctors in China,
65 per cent of whom were practising in the three coastal
provinces of Kiangsu, Kwangtung and Chekiang. See Nei-cheng
Pu( Ministry of the Interior). (1933). Chuan-kuo teng-chi
i-shih ming-lu( National Register of Physicians). Nanking.
Cited in Croizier. (1968) p.250.
9. There were 38,000 hospital beds in all of China in 1943, to
serve the more than 500 million population. See Sze, Szeming
(1973) China's Health Problems. Washington D.C.: Chinese
Medical Association. p.12. Cited in Sidel, V. and Sidel, R.
(1973). p.20.
10. At first, the four pests were flies, mosquites, rats and
sparrows, with the sparrows later being replaced in the list
of public enemies by bedbugs. See Sidel, V. and Sidel, R.
(1973).
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11. Jen Min Pao Chien( People's Health), December 1959
12. By 1965, there were 170,000 assistant doctors, 185,000
nurses, 40,000 midwives and 100,000 dispensers. See
Orleans, L.A., Medical education and manpower in
Communist China in C.T.Hu ed. (1969). Aspects of
Chinese Education. New York: Teachers College Press,
Columbia University.
13. Chen, J. 1970. Mao Papers London: Oxford University
Press, p.100. Cited in Rifkin, S.B. (1972).
14. These include agricultural workers( barefoot doctors),
production workers( workers doctors), housewives and
retired people( red medical workers).
15. There are great variations among provinces: In 1973, the
percentage of production brigades with co-operative Medical
programmes by provinces varies from 90 per cent in Sinkiang.
80 per cent in Kwangtung to 33 per cent in Inner Mongolia.
See Lampton, David M. (1978).
16. For a source of the literature on rural health care in China
see Akhtar, Shahid. (1975) DD.1O6-124.
17. For a detailed content of the Dawson of Penn Report see
Saward, E.W. ed. (1976) pp.241-292.
18. The different aspects are: (1) population and vital
statistics (2) manpower mobilization for water conservancy
and socio-economic consequences (3) organization and production
of agriculture (4) industry and commerce (5) innovation
and diffusion of agritechnology (6) planned fertility and
po-pula.i on socialization (7) policy and issues in school
education (8) delivery of health care services (9) community
mental health and (10) family life under communism.
Cited in Rifkin, S.B. and Kaplinsky, R. (1973).
CHAPTER II
THE COMMUNES: SOME BASIC CHARACTERISTICS
China has a t o t a l  p o p u la tio n  o f  o ver  900 m i l l i o n ,  o f  which 
over  80 p er cent are  d is p e rs e d  in  the r u r a l  a r e a s .  T h is  r u r a l  
p o p u la t io n  l i v e  in  50 ,0 00  communes , which are  l in k e d  up to the 
c e n t r a l  government through 2 ,0 0 0  c o u n t ie s  and 22 p ro v in c e s 2 .
A commune i s  a composite u n it  o f  l o c a l  government in  
r u r a l  C hina. I t  i s  r e s p o n s ib le  fo r  c a r r y in g  out the whole range 
o f  economic, s o c i a l ,  a d m in is t r a t iv e  and p o l i t i c a l  fu n c t io n s  o f  
the r u r a l  community. I t s  e s s e n t i a l  g o a l  i s  to m ob ilize  and 
o rgan ize  the r u r a l  p o p u la tio n  in  d eve lo p in g  the land and o th er  
re s o u r c e s  in  ord er  to meet t h e i r  b a s ic  n eeds.
ORGANIZATIONAL FRAMEWORK: THREE
LEVEL OF ORGANIZATION
The unique fe a tu r e  o f  the system o f  commune i s  the 
framework o f  three  l e v e l  o r g a n iz a t io n .  A commune i s  d iv id e d  
in to  a number o f  p roduction  b r ig a d e s ,  which are  fu r th e r  subdiv ided  
in to  a number o f  prod u ction  teams. The number o f  b r ig a d e s  and 
teams v a r i e s  from one commune to a n o th er , but they are  q u ite  
c lo s e  fo r  Huancheng and Doushan Communes. The Huancheng Commune 
i s  a d m in i s t r a t iv e ly  su b d iv ided  in to  29 b r ig a d e s  and 190 production  
teams, w hile  the Doushan Commune i s  d iv id e d  in to  21 b r ig a d e s  and 
187  teams.
A production  team u s u a l ly  c o n s i s t s  o f  a c lu s t e r  o f  houses
-  2 4  -
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or a natural village, and is the basic production and accounting
unit which owns the land. It is responsible for the development
of available manpower and resources, the management of production,
and the distribution of income generated by the collective way of
farming in the team.
The production brigade comprises of a cluster of
production teams and is responsible for undertaking investment
and development activities on a scale that is too large for the
individual teams under its jurisdiction. It also provides
certain co-operative social welfare services such as education
and health care. Another duty of the brigade is to co-ordinate
and supervise the functioning of the various production teams.
The commune takes up large projects requiring a
considerable work force or substantial financial resources that
are beyond the capacities of the brigades or the teams. It
is also responsible for the provision of supplementary social
welfare services, such as secondary education and hospital
facilities. In addition to these, an important function
of the commune is the co-ordination, supervision and guidance
of all the activities of the production brigades and production
teams under its juridiction.
In general, the organizational principles of the rural
communes throughout China are fundamentally similar. There are
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of course, variations in local conditions. In this chapter,
some basic characteristics of the two communes under study
will be delineated to identify some of the variations in the
two cases. These characteristics are geographical location,
population composition, economic types, education, and
administrative structure.
GEOGRAPHICAL LOCATION
Both the Huancheng Commune and Doushan Commune are
rural communes located in the Pearl River Delta Region of South
China, and are under the administrative jurisdiction of the
Foshan Prefecture of Guangdong Province. The delta, with an
area of 10,000 square kilometers, is one of the most densely
populated region in the whole of Chinas. It lies within the
tropics and is one of the great rice-growing regions of China.
The Huancheng Commune is one of the 20 communes of
Xinhui County and is situated in the close vicinty of Huicheng,
the capital town of the county. It is this locational
characteristic of the commune that gives its name( literally,
Huancheng means encompassing the capital town Huicheng).
The commune is about 75 kilometers southwest of Guangzhou, the
capital city of Guangdong6, and about 9 kilometers from Jianmen Shi
(city)which is one of the two large urban centres under the direct
administrative jurisdiction of the Provincial Government7. The
Commune has only one market town which is situated in the
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immediate neighborhood of the County capital town.
The Doushan Commune is one of the 24 communes of the
Taishan County,and is located in a relatively more remote area
of the county. It is about 30 kilometers southwest of Taicheng8
the capital town of Taishan County and is about 120 kilometers
and 54 kilometers southwest of Guangzhou and Jiangmen Shi,
respectively. The commune has a total of three market towns:
the Doushan market town, the Zhenkou market town and Shatan Shi.
The Doushan market town is the largest one and is the site
where the commune administration is located, while the other
two market towns are in a more remote area of the commune.
POPULATION COMPOSITION
The population of the commune basically comprises of
two main components: (1) the agricultural population,and
(2) the town and industrial population. The agricultural
population refers to the population of the brigades, who are
mainly engaged in agricultural productive work. But this
population also includes those who serve as administrative
staff, peasant-workers in the brigade-run enterprises, and
barefoot doctors at the brigade level, altogether they amount
to only a small proportion9. The town population refers to
those residing in the market towns of the commune. Within this
population, another special* category: the industrial workers
employed in the commune.-run enterprises can be further
distinguished. The remainder of the town population in the
labour force are employed in the administrative, commercial
or service sectors of the commune, If considering the nature
of the origin of employment, the work force within the commune
can be classified into four types10: the state cadres 11, the
collective cadres of the commune, the workers of the commune-run
enterprises and the labour force serving the brigade.
In 1978, the Huancheng Commune has 10,600 households-
with a total population of about 60,000, giving an average of
5.65 persons per household. Of this total population, 89.5
per cent are classified as agricultural population and 10.5 per
cent as town population. Within the town population, 2.5
per cent are industrial workers, while the total work force of
the commune comprises 46.7 per cent of the total population.
This total population, of which about 51.7 per cent are female,
is distributed over an area of 68 square kilometers, giving
a population density of 882 per square kilometers. Taking the
agricultural population as the base, the average population
for a brigade is 1,851 persons, and the actual range is between
400 and 6,000. The average population for a production team
is about 283 persons.
In 1978, the Doushan Commune has 11,900 households, and
a total population of 57,93+. The average household is thus
consisted of 4.87 members. Of this population, 89.9 per cent
are classified as agricultural population and 10.1 per cent as
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town and industrial population. The total work force of the
commune comprises only 35.8 per cent of which only 4.1 per cent
are industrial workers who are employed in the commune-run
enterprises. This total population of the commune is distributes
over an area of 115 square kilometers, giving a population
density of 504 per square kilometer. As compared to Huancheng
Commune, Doushan Commune is less densely populated, but this
population density is still quite high when compared with that
of the Guangdong Province, which is 195 per square kilometer13.
The average .population for a brigade is 2,481 persons, and the
actual range is between 250 and 4,000. The average population
for a production team is about 279 persons.
For the two communes, even though the absolute size of
the total population and the various component categories are
different, the relative proportion of the different population
components are at close range to each other. The only disparity
perceivable is in the proportion of the labour force in the two
communes. Huancheng Commune has a much greater proportion
t
of the population engaged in the labor force 1+ See Table 2.1).
ECONOMIC TYPES
Diversification of economic activities is pervasive
in the rural economy of the commune( Aziz, 1978). In addition
to agricultural production, other economic activities are
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TABLE 2.1--RELATIVE PROPORTION OF DIFFERENT POPULATION











Work Force 46.1 I 35.8
Total Population( N) ( 6o,00o) ( 57,934)
Note: The agricultural population and the town and industrial
Population add up to 100 per cent.
31
significant, especially at the brigade and the commune levels.
The diversification is in two aspects: (1) there is a
diversification within the agricultural sector into forestry,
poultry and livestock raising, fishing, and other side-line
occupations and (2) a further diversification into other
agricultural and industrial undertakings.
Within the commune, there is a division of labour for
the three levels in terms of the types of economic activities
that are undertaken. The production teams are mainly engaged
in agricultural activities which are the chief sources-of income
for the production team collective economy. The brigades have
organized some brigade-run enterprises which are basically
agricultural in nature ,and also some industrial ones which are
small in scale and limited in varieties15. These brigade-run
enterprises are the chief sources of income for the brigade
collective economy. The commune has also established a number
of commune-run enterprises which are mainly industrial in
nature and comparatively larger in scale and greater in
variety than those at the brigade level. The agricultural
enterprises at the commune level are mainly oriented towards
research activities instead of production. The income for the
collective economy at the commune level j_e mainly generated
by the industrial enterprises. A separate account is kept
at each level of the commune, which is put to use independently
at the corresponding levels.
32
Huancheng Commune is basically an agricultural community,
cultivating a total land area of 4580 hectares. The leading
crop is' rice, followed by palm leaves, sugar cane, peanuts,
fruits and vegetables. The commune is a semi-cash crop area
in which the paddy fields only cover 62.6 percent of the arable
land. The commune has established 14 commune-run enterprises,
including 9 industrial ones and 5 agricultural ones 16
in 1977,
the total agricultural and industrial gross income17 of
Huancheng Commune is RMB 2,077,000,000. Of this, the proportion
of the gross income of the production team level is 62 per cent,
that of the brigade level is 17 per cent, and that of the commune
level is 21 per cent. The average per capita income for the
commune members 18
is RMB 146, while the average income per labour
power is RMB 281.
Doushan Commune is also an agricultural community,
cultivating a total land area of 4,583 hectares. The commune
is fundamentally a grain crop area in which 91.6 per cent of
the arable land are paddy fields. Other crops are sugar cane,
jute, fruits, vegetables, mulberry, and medicinal herbs. The
commune has also organized 16 commune-run enterprises, including
11 industrial units and 5 agricultural ones19. In 1977, the
total agricultural and industrial gross income of the commune20
is RMB 12,920,000. The proportion of the gross income of the
production team, brigade and commune levels are 81.5 per cent,
8.7 per cent and 9.8 per cent, respectively. The average per
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capita income is RMB 109 and the average income per labour power
is RMB 267.
Huancheng Commune is at a higher level of total gross
income and average per capita income than Doushan Commune. The
proportion of the gross income at the brigade and commune levels
are also higher in Huancheng than in Doushan Commune. Consequently,
Huancheng Commune has a greater amount of economic resources
available in the brigade and commune collectives for providing
social services for its population( See Table 2.2 and 2.3).
EDUCATION
In addition to the collective way of farming, the commune
also assumes responsibility in the provision of education for
its members. Five years of primary school with two years of
junior-secondary school attached are operated by the production
brigades. The aim is to provide seven years of education for
the school-age children within the individual brigades so that
children do not have to travel long distances to go to school.
The commune itself runs a two-year. senior-secondary school for
children from various brigades. This commune education network
is basically the same for both the Huancheng and Doushan
Communes.
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TABLE 2.2--AVERAGE PER CAPITA INCOME AND AVERAGE INCOME PER




( RMB ( RMB)
Per Capita 146 109
281 267Per labour power
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TABLE 2.3--RELATIVE PROPORTION OF GROSS INCOME AT THE




( 56) ( %
Commune level 18 9.
Brigade level 12.8 8.7
Production team 69.2 81.5
level
( 121920,000) aTotal Agricultual ( 20,770,000)
and Industrial
Income( RMB)
Note: a. This is a slightly deflated figure: the gross
industrial income at the commune level is RMB
2,280,000. But the commune uses the net income
( RMB 1,260,000) in calculating the total gross
income.
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In 1978, Doushan Commune has a total of 10,474
school-age children, which is about 18 per cent of the total
population. Of this student population, about 69.4 per cent
are in primary school, 22.4 per cent in junior-secondary
school and 8.2 per cent in senior-secondary school. In other
words, about 97 per cent of the primary school graduates proceed
to junior-secondary school, and about 37 per cent of the
junior-secondary school graduates attend senior-secondary
school21. For Huancheng Commune, updated information is
not available. In 1976,. over 95 per cent of the primary school-
age children are attending primary school. About 90 per cent
of primary school graduates attend junior-secondary school
and about 70 per cent of junior-secondary school graduates go
on to senior-secondary school. 22
The above description illustrates that the development
of primary and junior-secondary education are typical for the
two communes. The development of senior-secondary education
in Huancheng Commune is, however, more favourable than in
Doushan Commune. This is indicated by the variation in the
proportion of junior-secondary school graduates who can proceed
to senior-secondary schools. These are 70 per cent and 37 per
cent in Huancheng and Doushan Communes, respectively. This
reflects the difference in educational level between the two




The system of the communes allows the production team
to be the smallest self-contained group to plan, manage and
share agricultural production. But it also provides for two
supplementary levels of collectivization and leadership, at
which larger projects and certain essential services are
provided for the benefit of all the commune members. The
administrative structure of these three levels are closely
co-ordinated. Each administrative level is responsible for
the execution of the day to day administrative work of that
particular level, but under the close supervision of a higher
level. That is, the production team administration is under
the supervision of the production brigade administration the
brigade in turn is under the supervision of the commune
administration.
The commune as a whole is then under the supervision
of the county administration. From the administrative point
of view, the commune is linked up to the state administrative
structure. This linkage provides a channel to ensure that
state policies can be implemented right down to the local
administration, but allowing a certain extent of autonomy in
the actual execution of policies to suit local conditions.
this organizational characteristic of the commune administrative
23
structure is based on the theory of democratic centralism.
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Principle of Unified Leadership
The administrative bodies at the various levels of the
commune consist of two types of organizations: the governmental
organizations and the party organizations.
Governmental Organizations
The governmental organizations include a revolutionary
committee at* the commune level and similar but contracted
revolutionary committees at the brigade level24. At the team
level, the organization is less formal and revolutionary committee
is not found. A team is normally led by a leader and some
assistant leaders.
The commune revolutionary committee is elected by the
People's Council consisting of about 100 representatives,
which is in turn elected by a People's Assembly formed by all
members of the commune. The duty of the revolutionary
committee is to perform the day-to-day managerial and
supervisory functions. These are generally grouped into a
number of categories, including: agriculture, industry, finance
and trade, public health,education and culture, party and mass
organization, propaganda, political education, women's affairs,
legal and judiciary affairs, militia and defense. The duties
to be performed by the revolutionary committee in Huancheng
Commune and Doushan Commune are basically similar, though the
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categorization of these duties may differ. In Doushan Commune,
the duties are categorized into four offices and four divisions
while in Huancheng Commune, they are grouped into two offices
and two divisions( See Fig-2.1).
The revolutionary committee is composed of a chairman,
assisted by a number of vice-chairmen, and committee members.
Together with the other committee members, each vice-chairman
is responsible for the supervision of the functioning of a
specific category of duties. The number of vice-chairmen'
and committee members generally depends on the number of
categories formed. The revolutionary committee of Huancheng
Commune is composed of 34 members, while that of Doushan Commune
has 23 members. In both communes, the number of members in the
brigade revolutionary committees vary according to the population
size and the categorization of duties in the brigades.
Party Organizations
The party organizations include a party committee at
the commune level, and party branches similar to that of the
party committee at the brigade level. At the team level, a
small party group is formed if the number of the party members
exceeds that of three_
The party committee is elected by all the party members
in the commune, and is composed of a party secretary, assisted
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by a number of vice-secretaries and committee members. The
party committee of Huancheng Commune has 28 members while
that of Doushan Commune has 17 members. The responsibility of
the party committee corresponds to that of the revolutionary
committee. Each vice-secretary is responsible for supervising
the functioning of a specific category of duties. In general,
there is a superimposition of personnel in the two types of
governing bodies so that a vice-secretary of the party committee
is at same time a vice-chairman of the revolutionary committee.
In addition, this superimposition is also pervasive among the
corresponding members of the two committees( See Fig.2.2)..
The party committee of Huancheng Commune has 28 members while
that of Doushan Commune has 17 members.
A unique feature of this administrative structure of
the commune is the operation of the principle of unified
leadership( Johnson and Johnson, 1976). Though two types
of parallel governing bodies exist, the governmental and
party organizations have been merged through a superimposition
of personnel. For example, in Huancheng Commune the 28
members of the party committee are exactly superimposed with
that of the revolutionary committee. The remaining 6 members
are just representatives from the brigades and are part-time
in nature. Furthermore, we are informed that the function of
the revolutionary committee has nearly been replaced by that
of the party committee. In 1978, meetings of the revolutionary
committee had only been summoned thrice, while discussion of
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Party Secretary
Vice-Secretary Vice-Secretary: Vice -Se cre tareV Vice-Secretary:
Industry Finance Trade Agriculture. Party and Masses
Industry External Overseas Finance and Agriculture Education Organi- Legal MilitiaAffairs Chinese Trade and zation and andUnit Unit Affairs Unit Unit Culture Unit Judiciary Defense
Unit Unit Affairs Unit
Unit
Health PropagandaWomen' s Political
Care Affairs Unit Education
Unit Unit Unit
Fig. 2.2--Organizational Chart of the Party Committee, Huancheng Commune, 1978.
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daily administrative matters mainly took place in the party
committee meetings. Under this principle, the political and
the administrative tasks in all sectors of the commune-are
combined and carried out under the leadership of the party
members.
SUMMARY
From the above discussion, it is obvious that the
basic organizational principles and characteristics of the
Huancheng Commune and Doushan Commune are strikingly similar.
However, important variations can still be identified in at least two
aspects: the income level and the relative proximity to
urban centres. Huancheng Commune has a higher income level
and is closer to urban centres than Doushan CnmmnnP_
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NOTES ON CHAPER II
1. This figure is given in Tai Kung Po, January 31, 1978
( A Chinese newspaper published in Hong Kong).
2. These figures are given in Aziz, S. (1978) p.k7.
3. For example, the 137 natural villages of Doushan Commune
are organized into 187 production teams, nearly one
natural village per team.
4. According to the Guangzhou Evening News on April 18,
1966, the Guangdong Province had a total of over
1, 600 communes.
5. This figure is given in Johnson, E. and Johnson, G. (1976).
6. Based on an estimate made by the writer during the field
trip, this distance takes three hours and thirty minutes'
journey by car.
7. The other urban centre is Foshan Shi (City), which is also
the place where the Foshan Prefectural Government is located.
8. This distance takes about an hour's journey by car.
9. For example, in Chengnan Brigade of Huancheng Commune,
the total population is 2,851, of which merely 7.4 per
cent serve at the brigade level, while the agricultural
labor force amount to 54.7 per cent of the total
population of the brigade.
10. This classification is significant in the later discussion
of the different types of financial aid in health care
that are provided for different categories of the commune
population.
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11. Cadre( or kan-pu in Chinese) is the name given for the
administrative official in China. It means a leader,
an organizer, a person who holds command and authority in
a given organizational setting. See Schurmann H.F.
( 1960).
12. The household is the basic unit of social organization in
rural China. The members of a household not only share
common residence, but share a common budget, thus forming
a basic consumption unit. See Aziz, S. (1978).
13. The calculation of this ratio is based on data source
from Di Tu Chubanshe. (1974) Zhonghua Remin Gongheguo
Fen Sheng Dituji. Zhongguo: Beijing.
14. Comparison on the absolute size of the labor force in the
two communes( Huancheng: 27,980 Doushan: 20,759)
shows that the proportion of the work force in Huancheng
Commune is 25.8 per cent more than that of Doushan Commune.
15. For example, Doushan Commune has a total of 107 brigade-
run enterprises on the average, there are three to four
enterprises in each brigade. In general, these enterprises
include livestock farms, fish-breeding, fruit orchards,
forest-product estates, paper, bricks, agricultural
machinery repair, food-processing, etc.
16. The industrial enterprises are manufacturing of agricultural
machinery repair, grain and oil processing, sun-drying of
palm-leaf products, paper-making, bricks, transportation,
and building construction. The agricultural enterprises
are: fish breeding, livestock and poultry breeding,
forest products, fruits, and scientific research.
17. This only includes gross income of the collective sector
at the three levels.
18. The average per capita income in rural China in 1974-75
is RMB 160-170. See Aziz, S. (1978) p.56.
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19. The industrial enterprises are: agricultural machinery
manufacturing, agricultural machinery repair, agricultural
tools, grain and oil processing, food processing, pottery,
garments and shoes, ship-building, electricity supply,
transportation, and building construction. The agricultural
enterprises are: livestock and poultry breeding, fruits,
forest-products, scientific research,and water conservancy.
20. This is a slightly deflated figure: in 1977 the gross
industrial income at the commune level is RMB 2,280,000.
But in calculating the relatvie proportion of the three
levels, the commune uses the figure of the net income
which is RMB 1,260,000.
21. The ratios are computed by assuming that the student
population is evenly distributed within the junior-
secondary and senior-secondary schools.
22. This is based on information obtained by Dr. Pedro Ng of
Chinese University of Hong Kong, during a field visit to
the Huancheng Commune in December 1976.
23. The crucial principles of the theory of democratic
centralismare democracy and centralism. The
principle of centralism is explicated in the creation
of hierarchical structurings in different organizational
settings. These are characterized by defined leadership
at all levels, but with vertical lines of command which
ultimately merge at the top. The theory of democracy
has led to manisfestation of a large extent of
flexibility so that there is considerable autonomy on
the part of the local cadres at different levels to suit
local conditions. These points are discussed in detail
by Schurmann, H.F. (1960, 1968).
24. In Doushan Commune, the brigade revolutionary committee
is recently replaced by the system of brigade leader
and assistant leaders, while in Huancheng Commune, the
brigade revolutionary committee still persist.
CHAPTER III
THE REGIONALIZED MODEL OF RURAL HEALTH SERVICES
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INTRODUCTION
Regionalization of health services is an organizational
concept for distributing health services with maximum equity and
efficacy. It is employed as a means to increase the availability,
quality and efficiency of health services( Pearson, 1976).
Basic to this concept is the development of a network of inter-
related health care facilities, each with a specific level of
capacity in providing varying levels of services to suit health
needs of varying population groups of the region. These range
from primary services at the periphery to sophisticated services
at the centre, with intermediate care facilities and activities
in between.
.Like those of other communes in China, the health services
in Huancheng and Doushan Communes are organised on the basis of a
regionalized framework. The respective levels of this framework
correspond to the administrative levels of the commune. The
peripheral unit of the commune health network is at the brigade
level, while the core is at the commune level. However the
health network of the commune as a whole is not a self-contained
one but is integrated into the state health sector. In principle,
the rural health services are formally organized and linked up
to all the higher levels of the state health sector, such as the
prefectural and the provincial levels. Thus, at each higher
administrative level, there is a larger network of regionalized
services. But in reality the services provided at the county level
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are basically sufficient for meeting the health needs of the
commune members, and the linkages with higher levels are rather loose
and infrequent. For example, in 1977, only about twenty cases in
Taishan County had to be referred to the Prefectural or higher levels
for treatment.
Rural health services for the commune members are
essentially regionalized on the basis of the county as a whole. In
rural China, even though the three level organization of the commune
refers to that of the production team, brigade and commune levels
the three level organization of rural health services refers to
that of the brigade level, the commune level and the county level.
It reflects the merging of the rural health sector with the state
health sector.
In rural China, a community-development approach is adopted
in the development of health care services. The commune health
network is peceived as inter-related with other sectors of the
-commune, and as an integral part in the development of the rural
community. Corresponding to this approach, two types of health
organizations are involved in the provision of health care to the
commune members: the task-oriented health organizations and the
administrative-oriented health organizations. The task-oriented
health organizations are the operational units, responsible for
the provision of direct health care services to the commune
members and the actual implementation of policies or decisions
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concerning with health or health-related matters. The administrative-
oriented health organizations are the committees or special units
that are set up to plan and co-ordinate the development of rural
health care. Both types of organization are arranged accordingly
with the respective levels of the rural health sector, that is, the
brigade level and the commune level. They are in turn supervised and
supported by corresponding health organizations at the county level.
In the present chapter, a description of the various
components of the task-oriented and administrative-oriented health
organizations is provided. We shall also discuss the relationship
between these two types of organization in the formal structure
of authority- in order to understand the operation and control
mechanisms of this regionalized system. Since, the specific
objective of the present study is to examine the rural health sector
of the communes, emphasis is put on those health organizations within
the commune, with brief references given to that of the county level.
TASK.-ORIENTED HEALTH ORGANIZATION
The task-oriented health organizations at the different
levels form a graded hierarchy of services with different levels
of responsibility and technical competency. As a whole, the three-
level network provides a comprehensive range of personal and
community health services, including the treatment and prevention of
diseases, epidemiological surveys, health education, scientific research,
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maternal and child care, and planned fertility. Another distinctive
feature is that both Chinese and Western medical services are
available to the rural population.
Brigade Level
At the brigade level, the task-oriented health organizatior
is the brigade medical station. Each production brigade basically
has a medical station which serves as the local health unit. In
Doushan Commune, There are 21 medical stations for the 21 brigades
while in Huancheng, there are 31 medical stations for the 29
briaades.1
The medical stations are staffed exclusively by barefoot
doctors who are not fully-trained doctors, but paramedical workers
who received a short-term training in medicine. In Huancheng
Commune, there are totally 85 barefoot doctors 2 serving in the
medical stations at the brigade level, while there are 84 barefoot
doctors in that of Doushan Commune_
In addition, at the production team level, there are
health aids who support the barefoot doctors in discharging health
work in the various production teams. These health aids are
actually brigade members engaged in agricultural work most of the
time, but assigned by their own teams to serve as part-time
assistants to the barefoot doctors. In Huancheng Commune there are
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15 a total of 380 health aids for the 190 production teams, whereas
in Doushan Commune there are 350 health aids for the 187 teams.
Hence, each team normally has two health aids: one male and one
female.
Comprehensive care comprising of curative, preventive and
rehabilitative services are delivered by the medical stations.
Each station provides outpatient services, but not inpatient care for
its own brigade members. The most significant function of the
medical stations is in the preventive care or community health
services offered, as the station is in front-line contact with the
rural population. These preventive services include epidemiological
surveys of chronic diseases, immunization programs, and environmental
sanitation at the brigade level. In addition, the barefoot doctors are
also responsible for providing rehabilitative care to the
patients discharged from the commune health clinic or higher level
hospitals. All the above health tasks are performed by the barefoot
doctors though some slight informal division of labour among them
may be involved.
Commune Level
At the commune level, each commune has a commune health
clinic, usually with some branch clinics. Huancheng Commune has
one commune health clinic with 5 branch clinics equipped with 53
hospital beds, while Doushan Commune has one commune health clinic
with 2 branch clinics and 90 beds.
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The commune health clinic is the core of the commune health
network. It is a polyclinic capable of providing a broad range of
general and special services and both outpatient and inpatient
care to the entire commune. The administration of the clinic is
differentiated into a number of divisions for the provision of
comprehensive care to the commune members. The clinic's basic functions
include medical services, prevention and immunization services,
maternal and child care services, medication and equipment suppliance,
and administration.
lne branch clinics are usually located in the densely
populated and relatively remote areas of the commune, providing
mainly general outpatient services.
The technical competency of the commune health clinic is
more specialized and sophisticated than that of the brigade medical
stations. It is staffed by the most qualified manpower in the
commune, including fully-trained doctors, dentists,midwives, nurses
and other laboratory technicians. Together with the branch clinics,
Huancheng Commune health clinic is staffed by 7 professional doctors,
31 assistant doctors and 55 supporting medical staff. In addition,
there are 18 administrative staff. While the Doushan Commune health
clinic is staffed by 13 professional doctors, 12 assistant doctors,
52 supporting staff and 18 administrative staff.
At the commune level, there are also some medical stations
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providing general outpatient services to the industrial population
of the commune-run enterprises. Just like the brigade medical station,
these stations are also staffed by barefoot doctors. In Huancheng
Commune, there are 5 such medical stations each staffed by one
barefoot doctor. But Doushan Commune has one integrated medical
station for all the industrial and transportation workers which has
5 barefoot doctors.
From the above description, it is clear that one unique
feature of the commune health network is its total population
coverage in the provision of primary health care. The task-
oriented health organizations at each level are responsible for
providing services to a clearly-defined population group. The
Commune's agricultural population are served by the brigade medical
stations as well as one commune health clinic and its branch clinics.
The town and industrial population are served by the health clinic
and medical stations at the commune level.
County Level
At the county level, the degree of specialization in health
services provision is much more salient. A number of separate
health units are established to carry out the various kinds of
health work. These are essentially similar for both the Taishan
and Xinhui counties (See Table 3.1 3.2). The health units are:
(1) a People's Hospital for medical services,
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TABLE 3.1--MEDICAL FACILITIES IN HUANCHENG COMMUNE,
DECEMBER 1978.
MEDICAL FACILITIES NUMBER
At the County Level:
People's Hospital 1
Chinese Medical Hospital 1
Secondary-level Medical school 1
Prevention and Immunization Station 1
Maternal and Child Care Centre 1
Station for the Prevention and
Treatment of Chronic Diseases 1
At the Commune Level:








At the brigade Level
Medical Stations 31
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TABLE 3.2--MEDICAL FACILITIES IN DOUSHAN COMMUNE,
MAY 1978.
MEDICAL FACILITIES NUMBER
At the County Level:
People's Hospital 1
Secondary-level Medical School 1
Prevention and Immunization Station 1
Maternal and Child Care Centre 1
Station for the Prevention and
Treatment of Chronic Diseases
At the Commune Level:




Medical Station for the Industrial
and Transportation Workers 0
At the Brigade Level:
Medical Stations 21
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(2) a secondary-level Medical School for health training,
(3) a Prevention and Immunization Station,
(4) a Maternal and Child Care Centre,
(5) a Station for the Prevention and Treatment of Chronic
Diseases.
There is, in addition, a Chinese Medical Hospital specializing
in traditional Chinese Medicine in Xinhui County, which is not
found in Tainhan County. The unique characteristic of these task-
oriented health organizations as compared to those within the
commune is that each health unit is specialized and reponsible for
performing a specific health task. Administratively, these various
county health units are at the most peripheral level of the state
health sector, and are coordinated and supervised by the County
Health Bureau.
These health units are equipped with more sophisticated
medical facilities and are staffed with more regularly trained
doctors and other supporting medical staff than those of the
communes. For example, the People's Hospital in Taishan County is
staffed by about 55 fully-trained doctors, 75 nurses and 35 other
supporting medical staff. It is also equipped with 250 hospital
beds and 3 regular ambulance cars. The medical manpower of the
Chinese Medical Hospital in Xinhui County includes 61 fully-trained
doctors and 34 nurses it is equipped with 150 beds for inpatient
services.
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The major functions of these health units are to support
and supervise the health networks of all the communes under the
jurisdiction of the county in the carrying out of the various
health tasks. These health tasks include the provision of a higher
level of both outpatient and inpatient care, the dissemination of
health information, the supply of medical equipment and personnel,
health education, mass health campaigns and epidemiological surveys.
Regional Health Clinics
In addition to the above health units at the county level,
the system of 'Regional Health Clinics' is also established within
each county to support the health networks of the various communes.
These regional health clinics are in reality commune health clinics,
but upgraded to serve in-between the county level and the commune
level.
The whole county is divided into several areas, each
consisting of three to four communes which are in close proximity
to one another. Within each area, one of the commune health
clinics is selected and assigned by the state health sector to
serve as a regional health clinic. These clinics are usually
situated in a convenient location and are better staffed and
equipped than the other clinics.
The function of each regional health clinic is to support
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the other commune health clinics in the area through the provision
of a comparatively more sophisticated level of outpatient and
inpatient services. Patients in the neighbouring communes can be
referred to these regional health clinics for treatment of more
severe illnesses. If the technical competency of a regional health
clinic is still insufficient in treating the illness, the case can
then be referred to the People's hospital at the county level.
This measure can, on the one hand, help to release the pressure of
health care needs on the People's Hospital at the County level.
On the other hand, it can assist the relatively remote communes in
overcoming the unfavourable conditions created by geographical
limitations, thus enhancing the accessibility to health care for
the people in such communes.
The Doushan Commune health clinic is one of the seven
regional health clinics in Taishan County, while the Hiuancheng
Commune health clinic is still at the level of the ordinary commune
health clinics. However, recently, Huancheng's Commune Health
clinic has been chosen by the Provincial Health Bureau to be the
sixth regional health clinic in the Xinhui County. The clinic is thus
5
undertaking various projects ro advance its manpower and facilities.
ADMINISTRATIVE-ORIENTED HEALTH ORGANIZATION
Corresponding to the various levels, the administrative-
oriented health organizations are the briirade co-operative medicine
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management team, the commune co-operative medicine management
committee, and in addition, the County Health Bureau. These
organizations are the cardinal administrative bodies of the rural
health sector formed under the leadership of the Revolutionary
Committee at the respective levels. Their functions are to make
decisions on the allocation of resources and to oversee the operation
of the task-oriented health organizations. In.-addition to being an
administrative unit, these health organizations are also the political
units under the leadership of the party committee. This dual nature
is brought about by the operation of the principle of unified
leadership which is prevalent in the commune organization or other
organizational structures in China. This measure is designed to
ensure the implementation of party policy guidelines in health work.
Brigade Level
The brigade's cooperative medicine management team is the
representative of the brigade administration in the supervision
of the functioning of the brigade medical stations. It is also
responsible for the allocation and the accounts of the co-operative
medical fund available for use in the brigade. In general, for
both Huancheng and Doushan Communes,the composition of the management
team includes the following6: a vice secretary in charge of
health work of the brigade revolutionary committee as the team
leader, a barefoot doctor, and a representative from each
production team( usually an sssistant team leader or a cadre).
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Thus, the size of the management team depends on the number of
production teams within the brigade.? This composition reflects a
measure designed to attain more effective co-ordination in the
discharge of health work at the team level.
Commune- Level
Correspondingly, the Commune Co-operative Medicine
Management Committee is the delegate of the Commune administration
in the supervision of the operation of the Commune health clinic,
and the management of the Cooperative Medical Fund available for
use at the commune. It is also responsible for supervising the
various brigade management teams andioverseeing the implementation
of state health policy in the whole commune. The composition of the
management committee in Huancheng and Doushan Communes are
basically similar to each other and analogous to that at the
brigade level. The management committee in Huancheng Commune is
composed of 34 members, while that of Doushan Commune has 25 members.
The difference in the number of brigades of the two communes leads
to this variation in size of the two committees.
The members are in general 6: a vice secretary of the
Commune Revolutionary Committee in charge of health work, who
is simultanously the same personnel in charge of health work in
the Commune party committee, as the chairman, the director of the
commune health clinic as vice-chairman, the team leaders of the
brigade management team as representatives of the brigades.
61
This incorporation of the brigade management team leaders into
the commune management committee reflects an arrangement designed
to attain more effective and efficient guidance in the carrying
out of the health work in the various brigades. The functioning
of this commune cooperative medicine management committee is in
turn under the supervision of the county health bureau. Actually,
within this hierarchy of the administrative-oriented health
organizations of the three-level health network in rural China,
the county health bureau plays a predominant role in determining
the development of rural health care. Most of the state health Do-
licies are implemented by the communes at the request of the county
health bureau.
SUPPORTING HEALTH ORGANIZATION
Supplementary to the task-oriented and administrative-
oriented organizations, there are two more systems of organizations
within the commune health network responsible for the management
of health-related matters: the patriotic mass campaign and planned
fertility. These supporting health organizations are also
administrative-political units. The arrangement of these supporting
systems are analogous to that of the co-operative medicine
management system, but with some variations in the actual composition
of the members.
Within the commune, the system of health organizations
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responsible for conducting patriotic health campaigns includes a
committee at the commune level and a leadership team for each
brigade. These organizations are responsible for conducting the mass
campaign four times a year to control environmental sanitation,
under the guidance of the committee formed at the county level
which is further linked to higher levels of the state health sector.
In general, the committee comprises of representatives from all
areas of life including those commune cadres in charge of women
affairs, youth affairs, industry, education, finance and trade,
health work and party-administrative affairs, but the key figure
is the head of the prevention and immunization division within the
commune health clinic.9 The nature of mass involvment and mass
mobilization is thus implicit in this composition of the committee
to enhance more comprehensive coverage and effective implementation
of the health campaign in different sectors of the commune. This
reflects the characteristic that the health sector is integrated
with and supported by other sectors. The leadership team at the
brigade level is similar and correspond to that at the commune
level, but the representative of the health sector is the barefoot
doctor.
Correspondingly, the organizations responsible for planned
fertility include a leadership team at the brigade level and
similar bodies at the commune, county and provincial levels,etc.
The composition of these bodies mainly comprises of cadres in
charge of women's affairs, and female barefoot doctors or female
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maternity doctors within the commune who are exclusively responsible
for maternal and child care services in the commune.
FORMAL STRUCTURE OF AUTHORITY
A special feature of the formal structure of authority
within the rural health care system is its multiplicity of lines
of command, but incorporated into and under direct leadership
of the state health sector. From Fig. 3.1 to 3.3, it is clear
that three lines of command are involved in this authority structure.
Task-Oriented Health Organizations:
Vertical Line of Command
First, there is a vertical line''of command within the
hierarchy of the task-oriented health organizations. The separate
health units at the county level supervise the corresponding
divisions within the commune health clinic, which in turn supervise
the barefoot doctors of the brigade medical station in the
conducting of various health tasks. The barefoot doctors in turn
are responsible for the supervision of the health aids at the
production team level. This provides a channel for controlling
over the medical expertise or the quality of care provided by the
more peripheral units at the brigade or the commune level, as
therdegree of specialization and sophistication of the technical
competency of the various levels increases up the hierarchy.
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COUNTY LEVEL People' s Chinese Secondary-level Maternal and Prevention Station for
and Prevention
Hospital Medical Medical Child Card Immunization and Treatmen
Station of Chronic
Hospital School Centre Diseases






wPRODUCTION TEAM LEVEL Auxiliary Health Workers
Fig. 3.1-- Line of Leadership within the Task-oriented Health
Organizations, Huancheng Commune, 1978.
Note: The vertical lines represent the lines of command among the task-oriented health organization.
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The problem involved in the functioning of this channel is
that possible sources of strain may exist between the barefoot doctors
that is the paramedical worker) and the more regular doctors(that is,
the medical professional,)'.It is due to the difference in viewpoint
over health work between the paramedical worker and the medical
professional. From a professional point of view, the doctors would
require a more formalized and standardized procedures or techniques
in the discharge of the various health tasks. The barefoot doctors
due to their limitations in medical knowledge or training,may not
meet up to their standards. For example, we are informed that the
female barefoot doctors are frequently criticized by the maternity
doctors for not keeping any record in the carrying out of planned
fertility programs at the brigade level.
Administrative-oriented Health Organizations:
Vertical Line of Command
Second, there is a vertical line of command within the
hierarchy of the administrative-oriented health organizations.
The functioning of the brigade management team is under the
supervision of the commune management committee, which is in turn
under the guidance of the county health bureau in the coordination
and development of co-operative medical care. This provides a
channel to control over the administrative and political expertise
the administrative bodies at lower levels in the execution of state po-
lices or guidelines in health work, and to ensure effective
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THE CHINESE ADMINISTRATIVE-ORIENTED TAE GOVERNMENT




Cornty PartyCOUNTY LEVEL County Health County Revolutionary
Committee Bureau Committee
Commune Party Commune Co-operative Commune RevolutionaryCOMMUNE LEVEL Committee
Committee
Vice Secretary Management Committee Vice Secretary
Brigade Party Brigade Co-operative Brigade Re volu t i onar3BRIGADE LEVEL
Medicine Committee
Branch Management Team Vice Secretary
Fig. 3.2--Lines of Political and Administrative Leadership Within the
Administrative-oriented Health Organizations, Huancheng Commune, 1978.
Source: c.f. Hsu, Robert C. 1977. The political Economy of Rural Health Care in China
The Review of Radical Political Economics. 9 (No.1) p.137.
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implementation at the local levels of the rural health sector.
Efficient functioning of this channel would lead to a certain degree





Third, there is horizontal line of command between the task-
oriented and the administrative-oriented health organizations at
each respective level. This provides a channel of administrative
and political control over the operational units in the execution of
health work. It reflects the nature of political or administrative
dominance over the medical professional in decision-making concerning
health matters within the health sector. This nature is in congruence
with the organizational principle of all other organizational structures
in China.
In addition, the entire rural health care sector is further
under a dual system of administrative and political control of the
commune and brigade administration to ensure that the development
of the health sector is in pace and parallel with other sectors in
the rural commune.
The problem involved in the functioning of this channel is




COUNTY LEVEL County Health County Health Bureau
Units
COMMUNE LEVEL Commune Health Co-operative Medicin(
Clinic Management Committee
Branch Medical Stations for
Clinics Industrial Population
BRIGADE LEVEL Brigade Medical Co-operative Medicine
Stations Management Group
Fig. 3.3--Three Lines of Leadership: Formal Structure of
Authority in the Commune Health Network
Source: Information on Huancheng Commune and Doushan Commune
Note: Both the vertical lines and the horizontal lines represent
the lines of command in the authority structure.
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of health care in some respects. For example, the barefoot
doctor to population ratios in both communes under study are not
yet up to the standard set by the state health sector. In one
of the communes, the barefoot doctors and the director of the
commune health clinic in the respective management teams and the
commune management committee have raised a proposal of increasing
the number of barefoot doctors for many times. Barefoot doctors
are counted as agricultural health workers and paid by the brigades.
The allocation of brigade labour power as barefoot doctors
is in-the hands of the brigade administration, however, this
proposal is still not considered by the brigade administrations.
The doctors and the barefoot doctors complain that the leaders
of the brigade administration are quite reluctant to increase
the number of barefoot doctors. They are, in general, more
concerned with production than with social services, and tend
to suppress the proportion of non-production labour in the
brigades.
SUMMARY
Health services in the commune are organized in a
regionalized framework at the three levels, but further incorporated
into the state health sector to form the three level organization
of health services, with the county as a whole serving as a
relatively sufficient basis of-regionalization. A distinct
nature of this regionalized health care system is the dominance
of the administrative- political units over the operational units,
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and the control of the state health sector over the rural health
sector. Another prominant feature is its total population
coverage in the services provided through an identification of well-
defined client groups by the operational units at various levels.
The administrative structure of the commune organization at the
three levels is probably conducive to this feature.
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NOTES ON CHAPTER III
1. The Chaking Brigade has 2 medical stations because its
villages are scattered and are severed by a hill. In
addition, an industrial undertaking of the Tienma Brigade
has employed over one hundred workers, thus it has set up a
medical station of its own.
2. (i) There are totally 73,000 barefoot doctors in Guangdong
Province. See Rural Medical Service in South China
Province( NCNA-English, Guangzhon, May 24) Survey
of People's Republic of China Press. Hong Kong: American
Consulate General June. 1977. No. 6354,
(ii) There are totally 1.8 million barefoot doctors in China.
See Child Care in New China (NCNA- English. Peking,
May 31) Survey of People's Republic of China Press.
June, 1977• No. 6358,
3. There are 200,000 medical assistants( health aids)
in Guangdong Province. See Rural Medical Services in South
China Province.
Here, the time dimension is relative to December, 1978.
5. For example, special training for the doctors are designed:
one professional doctor has been sent to the hospital in
Jiangmen Shi(City)for further training, and three assistant
doctors to the health units at the county level. In addition,
the clinic is also under reconstruction to set up another
operation theatre and to expand the inpatient ward from 53
beds to 100 beds.
6. The composition of the brigade cooperative management team
is basically similar for Huancheng Commune and Douahan Commune,
but in Huancheng Commune, the team includes an additional
member: a brigade cadre in charge of women's affairs.
7. For example, in Doushan Commune, the Qile Brigade has 6
production teams so the management team has 8 members while
the Dawan Brigade has 19 production teams and the management
team has 21 members.
8. There is a slight variation in the actual composition of the
management committee of Huancheng Commune from that of Dou6han
Commune. In addition to the members listed out, there are a
representative from the barefoot doctors and one from the doctors,
and a commune cadre in charge of women's affairs.
9. In Doushan Commune, the committee for Patriotic Health
Campaign comprises of 17%tnembers. In principle, the composition
of this committee is similar for both Doushan and Huancheng
Commune, however, variation may be involved in the actual
composition and the size.
CHAPTER IV
HEALTH SERVICES OF THE COMMUNE HEALTH NETWORK
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Through a regionalized system of health services, the commun
health network as a whole is able to provide a comprehensive range
of both primary and more specialized health care to meet the basic
health needs of commune members. The task-oriented health organ-
izations or operational units of this commune health network are
responsible for carrying out the various health work. They are
organized in the form of hierarchical structures at the commune and
brigade levels, with close co-ordination between the levels through
a two-way flow of patients, manpower, facilities and information.
HEALTH SERVICES AT THE
COMMUNE LEVEL
At the commune level, there are the commune health clinic
with its branch clinics. The cardinal function of this health clinic
is in the provision of higher and more specialized level of health
services including both outpatient and inpatient care for the entire
commune population. In addition to the health clinic, there are
some medical stations responsible for overseeing the primary health
needs of the industrial workers of the commune-run enterprises.
Commune Health Clinic
The commune health clinic is a state-subsidized self--
accounting unit functioning under the guidance of the commune
administration. It is usually situated in a convenient location
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within the commune. As expected, the Huancheng Commune Health Clinic
is located in the only one market town of the commune, while the
Doushan Commune Health Clinic is in the vicinity of the largest
market town of the commune, the Doushan Market Town.
The Administration of the clinic is under the leadership of
a clinic director, assisted by two to three deputy-directors, and
further differentiated into a number of divisions, each responsible
for the performance of a specific health task. The Huancheng
Commune Health Clinic is headed by a director and two deputy-
directors, one in charge of medical affairs and the other of
administrative affairs. The administration is further differentiated
into 7 divisions: an administrative division, a Chinese Medical
division, a Western Medical division, an inpatient division, a
preventive and immunization division, a maternal and child care
division, and a medication and equipment suppliance division
( See Fig. 4.1). The Doushan Commune Health Clinic is led by a
director and three deputy-directors with each deputy-director in
charge of medical affairs, administrative affairs.and political
education respectively. It is further differentiated into 6
divisions: an administration and suppliance division, a medical
division, a nursing division, a prevention and immunization division,
a maternal and child care division, and a medication and laboratory
analysis division (See Fig. 4.2).
Though the actual number and the nature of differentiation
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Director
Deputy Director: Deputy Director:
Administrative Affairs Medical Affairs
Administrative Divisior Prevention Maternal inpatient Chinese Western Medication
and and Child Care Medical Medical and
Immunization Care Division Division Division Equipment
Division Division Division
Fig. 4.1--Organizational Chart of Huancheng Commune Health Clinic, 1978.
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Director
Deputy Director: Deputy Director:Deputy Director
Political MedicalAdministrative
EducationAffairs Affairs
MedicalAdministrative Medication Maternal NursingPrevention
Division Division Laboratory Child Immunization Division
Analysis Care Division
Division Division
Inpatient Care Outpatient Care
Special Ordinary Western Chinese
Ward Ward Medicine Medicine
Fig. 4.2--Organizational Chart of Doushan Commune Health Clinic, 1978.
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of the divisions vary between the Huancheng and the Doushan Health
Clinics, the areas of responsibility of these divisions are essentially
similar for the two clinics, and include the following: medical
services,Prevention and Immunization services, maternal and child
care services, medication and equipment suppliance, and administration.
In addition, there is a general resemblance in the technical competency
and sophistication of the services provided by the two clinics,
with some slight variations. A more detailed description of Huancheng
Commune Health Clinic is presented here as an illustration of the
health services typically available in a commune health clinic.
Whenever appropriate, we shall compare it with that of Doushan
Commune Health Clinic.
Outpatient Care
In the Huancheng Commune Health Clinic, both the Chinese and
Western Medical divisions are responsible for providing outpatient
services. The Chinese Medical division consists of Department of
Medicine, Surgery, Orthopedics, Dermatology, and Palpation and
Message Therapy. The Western Medical division consists of Department
of Medicine, Surgery, Dentistry, and Eye, Ear, Nose and Throat.
Thus,b©th Chinese.- and Western outpatient services are available to
the commune members on their free choice. This arrangement has an
added advantage of avoiding the risk of cultural barrier in the
access to health care caused by the incongruence of medical belief
of the commune members towards western medicine, as the rural
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population is comparatively more traditional in their outlook. On
the average, there are about 500 outpatient visits per day in this
clinic, while in Doushan Commune the number of outpatient visits per
day1 is only 160.
Inpatient Care
The inpatient division takes charge of the inpatient services
in the clinic. There are two surgical wards for men and women, and
an insulation ward for patients with infectious diseases. These
inpatient wards are plainly furnished with wooden beds,, mattresses,
mosquito nets, wooden cabinets, thermoflasks, and washing basins
but appears to be adequately equipped for the performance'of their
tasks. The furnishing and the arrangement of the inpatient ward is
similar in Doushan Clinic, but the number of hospital beds in the
two clinics differ. In 1978, there are in total 53 beds in
Huancheng Clinic, giving a bed ratio2 of 0.88 per 1000 population
while Doushan Clinic has 90 beds, with a bed ratio of 1.67 per 1000
population, being slightly higher than that of Huanchen Clinic.
Maternal and Child Care
The maternal and child care division is responsible for
providing birth attendent services to the town and industrial
populations in the commune. In addition, it also takes care of
complicated cases of delivery that the barefoot doctors are unable
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to cope with at the brigade level. The division has a maternity
ward with 7 resting beds. Another significant function of this
division is the co-ordination and supervision of the female barefoot
doctors in conducting fertility control, maternal and child care
programs, and epidemiological surveys of gynaecological diseases
in the commune.
Preventive Care
The prevention and immunization division is headed by a
doctor, assisted by 6 prevention and immunization health workers.
The state health sector has set a standard of one prevention and
immunization health worker for every 10,000 people. The main function
of this division is in the co-,,ordination and supervision of the
barefoot doctors in carrying out various preventive services in the
commune. These include seasonal innoculation and immunization
programs, systematic immunization programs of pre-school age children,
and epidemiological surveys of chronic diseases( tuberculosis,
leprosy, and mental illness).
This division is also responsible for the preparation and
dissemination of health promotion materials of the various prevention
and immunization programs, as health education is an important
aspect in preventive medicine. This enables the commune masses to
understand existing health problems so that the goal of mass
mobilization and participation in the various preventive programs
can be achieved. Another important function of this division is to
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see to environmental sanitation of the entire commune, including
the control of water and waste, and the conducting of the Seasonal
Patriotic Health Campaigns3. These preventive services are implemented
right down to the brigade and team levels through the barefoot
doctors, assisted by the health aids.
Medication and Facilities
The medication and equipment suppliance division is in
charge of a number of supporting laboratories and facilities within
the clinic. There is an operating room equipped with oxygen, simple
surgical equipments, and shadowless lamps. The doctors are capable
of making abdominal operations4 (mostly on the digestive system
including appendicitis, stomach, gall-bladder, intestine, and liver,
etc.) and planned fertility operations (such as ligament and
artificial abortion). The patients must be referred to the county
hospital for more complicated operations such as those of the chest
and the brain, due to limitations in the technical competency of
the personnel and the facilities.
The commune health clinic has two X-ray machines and one
ultra-short-wave machine. There are also a medical laboratory, a
dispensary, and a pharmaceutical factory capable of making a few
items of western medicine( eg. Glucose and Saline water) and
some other items of Chinese patent medicines. Ambulance service is
also available, though the vehicle used is not a proper ambulance
car. Doushan Clinic does not provide ambulance services.
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Manpower
The Commune Health Clinic is staffed by the most qualified
personnel in the commune. They are gene-rally trained at the
university-level medical colleges or secondary-level medical schools
of the state health sector6, and have been assigned to practise in
the Commune Clinic. This reflects the support given to the rural
health sector by the state?. Within the medical staff, both the
Chinese-style and the Western-style doctors are ranked into two
distinct types 'according to the length and nature of training
received. They are the professional doctors and the assistant doctors.
The professional doctors are recruited and trained in a
five-year regular program at a university-level medical college at
the provincial level after completion of nine years of formal
education( that is, graduates from senior-secondary school) or with
other equivalent experience8. The program includes a comprehensive
training in medicine, surgery, paediatry, CIIM'd. gynaecology.
Thus, These professional doctors are sufficiently qualified to
practise medicine.
The assistant doctors are trained in a three year-program
at a secondary-level medical school after completion of seven
years of formal education( that is, graduates from junior-secondary
school) or with other equivalent experience9. The program only focus
on the training in medicine, with only a brief introduction in the
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other aspects of surgery, paediatry, obstetry and gynaecology. Thus,
these assistant doctors are not yet adequately trained so that in-
service training are emphasized to improve their knowledge and
competency in medical practice.
These two types of doctors are then supported by a group
of medical workers including nurses, dentists,midwives( maternity
doctors), dispensers and laboratory technicians. Like the assistant
doctors, the nurses, dentists,midwives, and dispensers are trained
in a three-year program at a secondary-level medical school. The
remaining laboratory technicians or nursing assistants are generally
trained in a six-month to one year program at the secondary-level
medical school or by the Clinic itself.
Within the clinic, there is a hierarchical ordering of the
medical staff into three ranks according to variations in the length
and nature of medical training, with differences in their rewards.
The senior medical staff are the professional doctors, and receive an
average salary of about RMB 70 per month. The secondary medical
staff include the assistant doctors, nurses, midwives, dentists
and dispensers, and receive an average salary of RMB 50. The junior
medical staff are the nursing assistants and the laboratory
technicians, and receive an average salary of about RMB 40. In
general, the salaries of these medical staff are provided by the
State Health Sector in the form*of a state subsidy10.
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The Huancheng Commune Health Clinic is staffed by 6
professional doctors, 21 assistant doctors, 2 dentists, 3
midwives, 28 nurses and 13 other supporting medical staff, such
as laboratory technicians and dispensers. The Doushan Clinic
is staffed by 13 professional doctors, 12 assistant doctors,
21+ nurses, and 28 other supporting medical staff.
Branch Clinics
Another measure taken at the commune level to increase
the equity in- access to health care for different population
groups in the commune is the establishment of the branch
clinics. These are generally located in the densely populated
and relatively more remote areas of the commune where only
general outpatient care is provided.
The five branch clinics of the Huancheng Commune Health
Clinic are located in five different districts of the commune.
Each branch clinic is responsible for the support and provision
of more sophisticated outpatient services to the adjacent
brigades in the district where it is located. Since, the majority
of the medical stations at the brigade level are not provided
with Chinese herbs, these branch clinics also serve as special
dispensaries of Chinese medicinal herbs responsible for the
suppliance of medication to the patients of the adjacent
brigades. Of the five branch clinics, the Tienma Branch is the
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largest and is much better staffed because of its location in
the most densely populated district of the commune, with a
population amounting to 25.5 per cent of the commune's total
agricultural population. The Tienma Branch has 8 assistant
doctors, one dentist, 3 nurses, and one administrative staff.
The Chakeng Branch has 2 assistant doctors, one Chinese-style
medical disciple, and one nurse. The Dongjia Branch has one
professional doctor and one Chinese-style medical disciple.
The Jiulong Branch has one assistant doctor and one nurse.
Since, the Doushan Commune Health Clinic is located
nearby, but not within, the Doushan Market Town, two branch
clinics were also established for the provision of outpatient
care to the town population. One of the branch clinics is in
Doushan Market Town which is the most populated area in the
commune. The other one is in Zhenkou Market Town which is
a remote area in the commune, thus this branch clinic is also
responsible for supporting the 5 adjacent brigade medical
stations in the area. Each branch clinic is staffed by
two fully-trained doctors from the Commune Health Clinic.
Together with the branch clinics, the Huancheng Commune
Health Clinic is staffed by 18 administrative staff and 93 medical
staff including 7 professional doctors, 31 assistant doctors
and 55 supporting medical staff. Including the professional
doctors and the assistant doctors together, this gives a doctor
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to population ratio of 1: 1579( See Table 4.1 and 4.2).
While the Doushan Commune Health Clinic, with its branch clinics,
are staffed by 18 administrative staff and 77 medical staff
including 13 professional doctors, 12 assistant doctors and 52
supporting medical staff, gives a doctor to population ratio of
1: 2317. Though the doctor to population ratio is more favourable
in Huancheng Commune than that in Doushan Commune, both of these
ratios are still insufficient and do not meet the standard set
up by the State Health Sector being one doctor per thousand
population 110'
Medical Station for the
Industrial Population
Apart from the commune clinic and the branch clinics,
there are also some medical stations for the provision of
outpatient care to the industrial workers of the commune-run
enterprises. These stations are staffed by barefoot doctors
and are ranked at the same level as the brigade medical stations,
both from the criteria of the administrative level of the
station and the technical competency of the services provided.
The Huancheng Commune has established five medical
stations, one for each of the commune's agricultural or industrial
enterprises with over one hundred workers. The stations are all
located within the individual enterprises and staffed by barefoot
doctors. However, for the remainder of the commune-run enterprises,
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Barefoot Doctors 5 5
At the brigade Level
Barefoot Doctors 8 84
At the Production Team Level
Health Aids 380 350
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TABLE 4.2--POPULATION RATIOS OF MEDICAL MANPOWER AND




Doctor Ratio 1, 579 2,317
Barefoot Doctor Ratio 632 620
Bed Ratio o.88b 1.55
Notes:a.The Doctor and Barefoot Doctor Population ratios are
given as per medical manpower while the bed-population
ratio is given as per 1000 population.
b.In the near future, this ratio will be increased to
1.67 beds per 1000 people after the Huancheng Commune
Health Clinic has completed the expansion of its
inpatient ward.
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medical stations or barefoot doctors are not yet provided, so
that the workers of these enterprises have to seek care from
the nearby brigades.
However, the situation is different in Doushan Commune.
In 1971, Doushan Commune has organised the isolated medical
stations within some of the individual commune-run enterprises
into a single integrated medical station for all the industrial
workers. This station is staffed by 5 barefoot-doctors, with
the aim of providing systematic care for the approximately
2,300 employees of the commune's industrial enterprises. In
addition to providing outpatient services, the station is also
responsible for the prevention of occupational diseases in the
commune's various industries. As a consequence, systematic
recording of the data concerning the working environmental in the
different enterprises, (such as the number of employees, the
type of fuel used and the control of the wastage materials,
etc.)are made. The station also provides medical check-ups for
the industrial workers' and conducts surveys on the different
types of occupational diseases that prevail in the various
enterprises. In addition to this medical station, each
enterprise is also provided with a health aid for carrying out
first-aid services. As the industrial and the agricultural
populations are susceptible to different types of diseases, the
setting up of this station illustrates how the Doushan Commune
has organized the available resources to provide various health
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services to different groups of people within the commune so as
to suit their varying needs. In this aspect, the health care in
Doushan Commune is more developed than that of the Huancheng
Commune.
BRIGADE MEDICAL STATION AND
BAREFOOT DOCTOR
At the brigade level, the medical stations with the
barefoot doctors serve as the local health unit for the
agricultural population of the brigades. Though the facilities
and manpower of these medical stations are less sophisticated
in technical competency as compared to that of the commune
health clinic, it is most significant for it provides primary
health care to the rural population at the most peripheral
level and is in immediate contact with the brigade members.
Facilities
In both Huancheng and Doushan Communes,the accomodation
of the medical stations are simple and not well-furnished,
usually located in the former ancestral halls or ordinary
residence houses of the brigade members. Though plain and
simple in outlook, it can still.be considered as adequately
equipped with the necessary facilities for the performance of
its functions. The station usually consists of a consulting
room, an injection room and a dispensary,
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The dispensary is supplied with a number of commonly
used patent medicines or some medicinal herbs. In Doushan
Commune, the medical stations are supplied with both patent
medicine and Chinese herbs in the dispensary. However, in
Huancheng Commune, a measure is taken to control the quality
of Chinese herbs used, thus reflecting a greater emphasis on
the quality of care provided. This measure includes various
management problems in the storage of Chinese herbs in the
stations, such as the suitability of the storage place and
moisture preservation problems. Thus, only 7 qualified ones
out of the 30 medical stations have set up a special dispensary
for Chinese herbs, the remaining stations are only supplied with
common patent medicines in the dispensary. In both Huancheng
and Doushan Communes,some of these patent medicines are
manufactured by the Commune Clinic. These are then supplied
and charged at a lower price to the medical stations, thus
reflecting the support given by the Commune Clinic to the
medical stations.
The other equipments for treatment purposes are
basically the same in different medical stations. Each
barefoot doctor is provided with a set of Western and
Chinese facilities such as thermometers, stethescopes,
sphygomanometer, injection, and acupuncture needles. As some
of the barefoot doctors are also qualified to perform some
extremely simple and minor surgical tasks, a special set of
simple surgical tools is also available in the station. The
91
majority of these simple treatment equipments and surgical
tools are supplied on a free-of-charge basis by the County
Health Bureau, thus reflecting the support of the state health
12
sector given to the rural health sector.
Manpower: The Barefoot Doctors
The medical station is a self-accounting unit financed
by the co-operative medical fund of the brigade members. It
functions under the guidance of the brigade administration
through the Brigade Co-operative Medicine management team. The
station is exclusively staffed by barefoot doctors, but the
number of barefoot doctors in each brigade station varies
according to the population size of the brigade. For example,
in Huancheng Commune, the Jiangju Brigade has a population of
about 420 and is served by one barefoot doctor whereas the
total population of about 5,700 in Tianlu Brigade is served by
7 barefoot doctors.
The Health Bureau at the Provincial( Guangdong) level
has set dual standards concerning the barefoot doctor to
population ratio and the sex composition of the barefoot doctors.
These standards are: (1) there should be one barefoot doctor
for every 500 persons, (2) if a medical station has more than
one barefoot doctor.,:. then at least one of them should be a
female. These standards apply to all the communes within the
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Guangdong Province, and reflects the control of the state sector
over the rural sector in this aspect. In Doushan Commune, there
is a total of 84 barefoot doctors, serving for the agricultural
population, giving a barefoot doctor to population ratio of
1: 620. In Huancheng Commune, there is a total of 85 barefoot
doctors, giving a ratio of 1: 632. Including those barefoot doctors
at the commune level, the proportion of female barefoot doctors
in Doushan and Huancheng Communes are 36 per cent and 44.4 per cent,
respectively( See Table 4.3).
Though these ratios in the two communes are extremely
close to each other, for both the Huancheng and Doushan Communes,
the number of the barefoot doctors are still insufficient and
do not meet the standard set by the Provincial Health Bureau.
However, the standard on the sex composition of the barefoot
doctors is attained in both communes. The observance of this
standard reflects a measure taken to appeal to the customs of
the people in order to avoid the risk of creating social barriers
to the access to health care that is likely to occur. It is
still not a common practice for a female to seek medical care
from a male in rural China.
The barefoot doctors are not fully trained doctors, but
paramedical workers who have received a short-term training in
medicine. They differ from the doctors at the commune level
in certain aspects: recruitment, training, payment system,
and work nature.
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The barefoot doctors are local people recruited from the
brigades where they will ultimately serve. Unlike the doctors,
education is not an important criteria of recruitment, though
in general the barefoot doctors are recruited from the more
educated people within the brigade. For example( see Table 4.4)
in 1970, Huancheng Commune had a total of 47 barefoot doctors
of which 53.2 per cent had received 5 years of formal education
( primary), 44.7 per cent had received 7 years of education
( junior-secondary), and only one of them was a graduate from
a senior-secondary school and had received 9 years of formal
education. In principle, great emphasis is placed on the
political awareness of an individual in the recruitment
process. One must be both conscientious in work and willing
' to serve the people' before he can be nominated by the brigade
members and approved by the brigade administration to be trained
as a barefoot doctor. In addition, priority is also given to
those who had previously served as auxiliary health workers,
that is the forerunners of the barefoot doctors, in the brigades
before 1968. For example, in Doushan Commune, the majority of
the barefoot doctors in both the file and Dawan Brigades are
recruited from the former auxiliary health workers.
't'raining
The nature and the length of training of the barefoot
95










Barefoot Doctors( N) ( 47)
Notes: a. Primary education is equivalent to 5 years of formal
education.
b. Junior-secondary is equivalent to 7 years.
c. Senior-secondary is equivalent to 9 years.
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doctors also differ a great deal and are less regular than that
of the doctors and the assistant doctors. They are only
initially trained in a short-term formal course organized by the
regular doctors of the Commune Health Clinic. In general, the
curriculum of the course focuses on a general introduction to
basic medical knowledge. The prescribed text used is specially
prepared by the Zhongshan Medical College( a university-level
medical college in Guangdong Province) to ensure more
standardization in the training of the barefoot doctors. In
addition, selected teaching materials prepared by the County
Health Bureau are also used to suit the varying epidemiological
conditions of the local community. However, the length of training
of these barefoot doctors varies greatly in the two communes.
.In Doushan Commune, the barefoot doctors are only trained in a
three-month formal course, while in the Huancheng Commune,
the barefoot doctors are trained in a one-year program, with
six-month's training in course work followed by six-month's
clinic practice. Thus, the barefoot doctors in Huancheng
Commune are better trained and more qualified than that of the
Doushan Commune.
Due to this limited initial training of the barefoot
doctors, in-service training is under-scored to upgrade their te-
chnical competencies so that they may become more qualified in
the performance of the various health tasks. In response to
this emphasis, the barefoot doctors are arranged by the commune
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health clinic to attend various training programs for further
training on a rotation system. These range from special training
sessions on a specific topic( such as health immunization, minor
surgical tasks, dentistry, planned fertility and midwifery, etc.)
to short-term training courses which are more comprehensive in
nature.
In Doushan Commune, these training courses are organized
and conducted by the Taishan County Secondary-level Medical
School at the request of the County Health Bureau, while some of
the training sessions are also offered by the Commune Clinic
occasionally. In 1977, about 18 per cent of the 89 barefoot
doctors had received formal further training at the county level
the remainder of the barefoot doctors just had initial training,
or might have attended some of the occasional special training
sessions at the Commune Clinic. However, in Huancheng Commune,
as the Commune Clinic also assumes responsibility in conducting
formal courses for further training of the barefoot doctors
apart from those offered at the county level, the proportion of
barefoot doctors that had received further training is
comparatively higher than that in Doushan Commune. As of 1977,
only 34 per cent of the 90 barefoot doctors were without
further training, while for the remaining group, the proportion
that had received further training at the county level and the
commune level are 17 per cent-and 49 per cent, respectively.
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In addition to these formal training courses offered,
the Huancheng Commune Clinic has also organized regular monthly
study sessions13 for all the barefoot doctors of the entire commune
since 1968, immediately after the completion of initial training
for the first group of barefoot doctors. These various measures
taken by the Huancheng Commune Clinic to provide on-the-job
training opportunities for the barefoot doctors reflect a
greater effort and emphasis on advancing the technical expertise
of these paramedical workers as compared to Doushan Commune.
In Doushan Commune, it was only in the recent two years that
the Commune Clinic organized a special committee to assume
responsibility for providing on-the-job training opportunities
for the barefoot doctors on a more systematic basis.
ti L arauna t y o, oo t n tne tluanc he rg and Dou Shan Uommune
Clinics had also organized another one-year correspondence
course 14 to train the barefoot doctors on a more comprehensive
basis, at the request of the Provincial Health Bureau. This
correspondence course is organized in response to the nation
wide directive in health work which called for the upgrading
of the technical expectise of the barefoot doctors to the level
of that of an assistant doctor by 1980.
The arrangements made in response to this directive
differ in the two communes. In Doushan Commune, three sessions
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of the correspondence course are' organized in. three consecutive
years and only 36 per cent of the 89 barefoot doctors are
trained in the first session which started in November,
1977. However, in Huancheng Commune the correspondence course
is organized in January, 1978 for all the 90 barefoot doctors
of the commune, but in two alternate sessions.
Payment System
Another unique difference between the barefoot doctors
and the doctors is reflected in their payment system. The barefoot
doctors participate in collective distribution, that is
payment by a work-point system( instead of the wage system of
the doctors) just like the rest of the brigade members. This
measure has the political implication that a stress is put on
the shortening of social distance between the barefoot doctors
and the agricultural population whom they are assigned to serve.
In general, the payment to the barefoot doctors is
slightly higher than the rest of the brigade members, as they
are usually classified as first-rate labour power and their
workpoints are calculated by taking the average of the three
r
or five highest workpoints in the brigade, 5
Medical and Non-medical Duties.
Stictly speaking, the barefoot doctors are not counted
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as medical manpower but agricultural workers in the brigade.
Though in principle, they are required to engage in manual work
for one-third of their work time, that is 120 days per year in
practice, the actual range is between 80 to 120 days, depending
on the work load of the medical station. Furthermore, the nature
of manual work is not strictly limited to agricultural manual
labour, but includes any health work( such as prevention and
immunization, sanitary work, collection of Chinese herbs, or
providing on-the-spot treatment during the busy times of the
agricultural seasons, etc.) that are performed away from the
medical station. Thus, the work nature of the barefoot doctor
is still centred around health and health-related matters.
The barefoot doctors, with their limited medical
training, are only qualified to treat the relatively minor and
common illnesses in the rural areas. These include common cold,
fever, influenza, upper respiratory tract diseases, digestive
tract diseases, parasitic diseases, eye infections, furwacles
and skin-itching, swelling and pains of gum, and minor sprains
and injuries. For the more severe illnesses, the patients have
to be referred to the commune health clinic. For example, in
1977 the total outpatient cases in Qile Brigade Medical Station
is 13,000,with a 5 per cent rate of cases referred to Doushan
Commune Clinic, that is about two cases per day( see Fig. 4.3),


















Brigade Level Qile Brigade Medical
Station
Fig. 4.3--The patient Referral Pattern of Doushan Commune
Health Clinic in 1977, with Illustrations.
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at the medical station, the curative function of the barefoot
doctor does not seem to be too important. However, a particular
nature of these outpatient care provided is reflected in the
special arrangement of the consultation schedule, home visits,
and services at night which can enable timely treatment of diseases
to be both available and accessible to the brigade members in
the most convenient way.
The most significant contribution of the barefoot doctors
is the. provision of preventive care or community health services.
With the help of the health aids, the barefoot doctors are
responsible for carrying out the epidemiological surveys of
chronic diseases such as gynaecological diseases, tuberculosis,
mental illness and leprosy the immunization programs including
systematic ones for the pre-school age children and sporadic
ones for the entire population according to different epidemiolo-
gical conditions of the four seasons, and also seasonal preventior
of diseases through the use of Chinese herbal tea.
In general, the health aids serve as part-time
assistants to the barefoot doctors in the discharge of health
work at the team level. They have not attended any formal
training course and received only some guidance of simple
instructions from the barefoot doctors. They are primarily
responsible for first aid, immunization services, and
environmental sanitation in their own production teams. In
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Huancheng Commune, all the 380 health aids from the 190 teams
receive a one-week short-term training from the barefoot doctors
every year. However, this has not been arranged for the 350
health aids in the 187 teams of Doushan Commune in the previous
years. At the request of the County Health Bureau, the commune
plans to start the one-week training program in the near future.
Apart from the above curative and preventive work, the
barefoot doctors are also responsible for providing rehabilitative
care to the patients discharged from the commune health clinic
or higher level hospitals. Finally, they also serve as an
advisor in overseeing the problem of environmental sanitation
in the brigades, including the control of water and waste and
the implementation of the seasonal patriotic health campaigns.
Thus, the barefoot doctors are equivalent to the local
health workers in the other countries who are( Djukanovic and
Mach, 1975)
Neither a doctor, a nurse, a sanitary engineer,
nor a nutritionist, but performs at a local level
some of the duties of each of these roles.
This role of the barefoot doctor reflects a new dimension in
the practitioner-patient relationship( Cole, 1978) in which
the contact between the practitioner and the patient is no
longer episodic. In contrast, first-contact primary health care
is provided to the patient without leading to dislocation of
the individuals from their families or the community, thus




The health services of the Commune health network
are basically organized on a regionalized framework at both the
brigade and the commune level. At the commune level, there
are a Commune Health Clinic with a number of branch clinics,
and some medical stations for the industrial population while
at the brigade level, there are the brigade medical stations
and the barefoot doctors. The primary function of the commune
health clinic is the provision of more sophisticated and
specialized services to support the various medical stations.
The medical stations are mainly responsible.for the provision
of first-contact primary health care for the brigade members
and with a thrust towards preventive services.
As the medical stations are exclusively staffed by
paramedical workers, the various health tasks are implemented
by the barefoot doctors at the request of and under the
supervision of the medical professional or doctors at the
corresponding divisions of the commune health clinic. In
turn, these barefoot doctors are supported by and thus responsible
for the supervision of another group of health aids at the
production team level to ensure more effective and efficient
discharge of health work in the various production teams.
Another significant feature of this commune health network is
that it is linked up with the state health sector through the
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support and supervision given by the County Health Bureau.
Thus, the doctors and assistant doctors of the different divisions
of the commune health clinic are in turn under the guidance of
the separate health units at the county level in their health
work. This authority relationship among the different levels
correspond to the vertical line of command among the task-.orientec
health organizations discussed in the previous chapter, and
reflects to a certain extent a social hierarchy of the
medical and health workers at the different levels in the
medical division of labour. Through this regionalized system
of health services, comprehensive care including curative,
preventive and rehabilitative care are made both available
and accessible to the rural population.
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NOTES ON CHAPTER IV
1. This is a slightly deflated figure. It is computed from
the total outpatient visits of the Doushan Commune members
at the commune health clinic. As Doushan Clinic is a
regional health clinic, outpatient cases referred from
the adjacent communes are not yet included, but in
general, this figure would not amount to too great a number.
2. In Hong Kong, the bed ratio is 4.4 per 1000 population at
the end of 1977 Hong Kong Annual Departmental Report.
Medical and Health Services, 1977-78.
3. These Patriotic Health Campaigns are conducted four times
a year, immediately before the great Festivals of the
Nation: New Year( January 1st), Lunar New Year, the
Labour's Day( May 1st), and the National Day( October 1st).
4. In Guangdong Province, about 1/3 of the commune clinics
are able to perform abdominal surgery Rural Medical
Service in South China Province( NCNA- English,
Guangzhou, May 24) Survey of People's Republic of China
Press. Hong Kong: American Consulted General No. 6354,
June, 1977.
5. In Huancheng Commune Health Clinic, about 30 per cent of
the medicines consumed by the commune are self-manufactured.
6. There are two university-level medical colleges at the
Provincial( Guangdong) level: the Zhongshan Medical
College and the Guangzhou College of Traditional Chinese
Medicine, while a secondary-level medical school is set up
at each administrative level of the state health sector,
that is, the county, prefectural and provincial levels.
See Sidel, V. and Sidel, R. (1974).
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7. 2/3 of the professional medical personnel of the Guangdong
Provincial Medical Department are assigned to work in
county and commune hospitals. See Rural Medical Service
in South China Province Survey of People's Republic of
China Press. (1977).
8. These are generally the doctors who have started practising
medicine before 1949 they may not be fully-trained doctors,
but well-experienced.
9. The Huancheng Commune Clinic has established a system of
training Chinese-style assistant doctors through three-
years' apprenticeship under the guidance of a well-
experienced Chinese-style doctor. This medical disciple
is qualified to be an assistant doctor after passing a
test set by the County Health Bureau. In Huancheng Commune,
two of the assistant doctors are trained in this way. In
1978, two more medical disciples are still in apprenticeship.
10. State subsidy to the sommune clinic are generally in the
form of the wages distributed to the medical staff. See
Hsu, R. (1977).
11. The doctor population ratio recommended by the World
Health Organization as adequate is also one physician for
every 1000 persons in the population UNESCO. Population
Education in Asia: A Source Book. No.4 Bangkok:
UNESCO, 1975. p.41.
12. In Guangdong Province, 2/3 of the annual appropriation and
supply of drugs and medical apparatus are distributed to
the countryside, that is the country level. See Rural
Medical Service in South China Province (1977).
13. Two sessions are organized and the barefoot doctors of
each medical station are separated into two groups and
arranged to attend these study sessions alternately.
108
14. The correspondence course emphasizes on self-study by the
barefoot doctors, associated with three-days' course work
every month, and followed by two-months' clinic practice
at the commune clinic.
15. For example, in 1977, the income of the barefoot doctors
in the several brigades of Huancheng Commune under study
is about RMB 3 70 on average while the average income
per labour power in the brigades is about RMB 325.
CHAPTER V
EQUITY IN ACCESS TO HEALTH CARE:
GEOGRAPHIC ACCESS AND ECONOMIC ACCESS
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INTRODUCTION
The concept 'access to health care' indicates the use of
a given health care service, and the factors that inhibit or
facilitate entrance to the health care delivery system..( Aday and
Anderson, 1975). As the proof of access is the use of a service,
and not simply the presence of a facility,1 this concept is only
meaningful when considered in terms of whether those who need care
can come into contact with the health care provided. The implicat-
•ion of this concept is mainly a political one. The concern about
equity in access to health care has only recently become an explicit
or implicit goal of health policy.
An enormous amount of health administration research on the'
issue of equity in access to care has been conducted as a result.
They mainly emphasize two common themes: The process aspect and the
outcome aspect of the health care system( Aday and Anderson, 1975}.
The process aspect refers to the characteristics of the delivery
system or the population. That is the organization and availability
of care including quantitative adequacy and appropriate geographical
distribution, as well as the attitudes and resources of the potential
consumers. The outcome aspect refers to the characteristics of the
passage through the system, for example, utilization rates and
satisfaction scores of the consumers. It also includes the change in
health status in the population, such as the change in mortality rates
and morbidity rates.
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In the developing countries the issue-of equity in access to
health care is also underscored in the primary health care approach
of health care delivery. The goal is to maximize health services
coverage, especially in favour of the deprived population, given
limited resources. This concern is also reflected in China's rural
health care sector. This means that the change in access has been
in favour of the previously deprived rural population. From the
process aspect's views,this change is exhibited in both the geographic
and economic aspects through a redistribution and reorganization
of scarce medical and economic resources in the rural areas.
This fundamental change in access to care for China's rural
population came about after the establishment of the commune health
network and the implementation of the co-operative medical program
in the rural areas in the post-1965 period. Hence, a discussion
of the development of the commune health network and the co-operative
medical program will provide a more thorough understanding of the
issue of the equity in access to care. A comparison of the geo-
graphic and economic changes in access to care for the rural
population over time will be made.
GEOGRAPHIC ACCESS: QUANTITATIVE ADEQUACY AND
APPROPRIATE GEOGRAPHIC DISTRIBUTION
The change in geographic access to care is interpreted in
two ways in terms of quantitative adequacy and appropriate geographic
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distribution of the manpower and facilities. Quantitative adequacy
is measured by the practitioner to population ratio and the bed to
population ratio. Geographic distribution is indicated by the
location of manpower and facilities. In the interpretation of the
change in geographic access, the development of health care in
the Huancheng area is used as a concrete example to illustrate
the changes in the different periods of rural health care development
discussed in chapter one.
Pre-Communist Period
During this period, the medical resources available to the rural
population was scarce and unevenly distributed so that the majority
of the population was deprived of the access to health care. The
situation was similar in other areas of rural China.
On the eve of the Communist takeover, there were only 7
medical practitioners, including 5 Chinese-style and 2 western-
style doctors, serving the whole area of Huancheng. They were
not formally trained doctors. The Chinese-style doctors were only
herbalists having undergone several months of apprenticeship on
Chinese herbal medicine, while the western-style doctors were medical
workers that served in the Nationalist army. They had only received
a short period of medical training in the army. These so-called
doctors were private practitioners and provided only outpatient
curative services. No inpatient care or hospital facilities were
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available. In addition, there were one dentist and one dispenser
serving in the area.
At that time, the Huancheng area had a population of 47,000,
thus giving a doctor to population ratio (or more accurately
practitioner to population ratio) of 1: 6714. This ratio was
extremely unfavourable as compared to that of 1: 1000 (one doctor
per thousand population) which was recommended by the World Health
Organization. In terms of geographic distribution, these medical
workers were situated in two places. The 5 Chinese-style doctors
were all concentrated in Tienma Village, which was a large and
wealthy village at that time. The other site for the remaining 2
western-style doctors was the capital town of Xinhui County.
Travel time and waiting time involved in the process of
seeking medical care were factors affecting the access to a part-
icular kind of service( Aday and Anderson, 1975 Quah, 1977).
The adversity faced by the people in the Huancheng area in
getting access to medical care is obvious. Given the inadequate
transportation system at that time in an area of approximately 68
square kilometres, it would be too time-consuming2 to send patients
to seek medical care in emergency cases. For minor cases, it
would not be considered worthwhile to travel such a long distance.
Even if we ignore quality considerations, the quantitative
adequacy and geographic distribution of the services meant that
the rural inhabitants were greatly deprived from access to care,
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both as they relate to the size of the rural population and the
situation in urban centres. The situation was even worse for those
living in areas which were much more remote from the Xinhui capital
town than the Huancheng area.
Liberation to Pre-Commune Period
In this period, there was a slight geographic redistribution
in access to care for the people in Huancheng area through the
reorganization of medical services from an individual to a collective
basis. However, there was no increase in the absolute number of medical
practitioners.
In 1955, when agriculture and the handicraft industry were.
undergoing the process of collectivization, medical services also
encountered similar changes. The medical manpower in this area
and their respective medical equipments were also collectivized
and organized into a United Clinic, with the exception of two Chinese-
style doctors who still worked on an individual basis. This re-
organization of medical services was the result of a national
policy implemented according to the guidelines of health work laid
down after the First National Health Congress in the 1950'$. The
United Clinic, which served as a collective unit providing
services to the whole Huancheng area, was staffed by a total of
7 medical and health workers, including 5 doctor, one dentist and
one dispenser. There was still no change in the doctor to population
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ratio in the area.
In terms of geographic distribution, the United Clinic was
subdivided into 4 branch clinics which were dispersed in four
villages. This measure was undertaken in order to separate the
whole Huancheng area into four districts, with each branch clinic
responsible for providing services to the district where it was
located. This change was in favour of the more remote villages.
At least it contributed to a certain extent to easing the problem
of travel time. Even though no change was made in quantitative
adequacy nevertheless compared with the previous period there was a
slight improvement in the geographic access to care from the view-
point of appropriate geographic location.
Communization Period: Establishment of
Commune Health Clinic
In this period, a further redistribution in geographic
access for the rural population was evident in both quantitative
adequacy and geographic distribution of care. This reflected the
greater emphasis on rural health care as expressed by the state.
However, the services available were still greatly insufficient
for satisfying the health needs of the people. Health services
were still not provided as a kind of social welfare for the
commune members. This was incongruent with the co-operative
nature of the commune organization.
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In 1958, with the establishment of the rural commune, the
United Clinic was reorganized into the Commune Health Clinic.
Henceforth, the commune administration took over the role and
responsibility of supervising the provision and development of
health care within the commune. Simultaneously, the linkage between
health services in the commune and the state health sector commenced
in this period through the supervision and assistance given by the
County Health Bureau. A certain amount of medical facilities and
a certain number of medical personnel were supplied and assigned to
the commune health clinic.
Together with the 4 doctors supplied by the County Health
Bureau, the commune clinic was now staffed by 11 medical personnel,
including 9 doctors and 2 supporting medical staff, and one
administrative personnel. Assuming the population in 1958 to be
48,6oo,3 the doctor to population ratio would be 1: 4418 with a
change of only 52 per cent when compared with 1949. In terms of
geographic distribution of care, another measure was taken by the
commune population through the gradual establishment of a number
of branch clinics. By 1966, the Commune Clinic was assisted by 12
branch clinics, dispersed in twelve different districts of the
commune. Complementary with this set up, the number of medical
personnel was also increased over the years. These were assigned
to the clinic by the state health sector, generally through the
County Health Bureau, when more and more doctors and secondary-
level health workers( assistant doctors, nurses, dispensers,
and mid-wives) had been trained. This reflected the support
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and emphasis given by the state health sector to health care
development in the rural areas.
The number of doctors (including professional and
assistant) had increased to 26 by 1966, and this gave a doctor
to population ratio of 1: 1924 for the total population of
50,025. The ratio was about 2.3 times more favourable than in 1958.
Despite these improvements,health services in the rural
areas were still mainly curative in nature and heavily urban-
centred. The commune clinic and its branch clinics could only
provide general outpatient services. Inpatient care had to be
sought from the county hospital in the Xinhui capital town.
Post-1968 Era: Formation of the
Commune Health Network
After the introduction of the barefoot doctor scheme and
the establishment of the brigade medical stations in the communes
during this period, the basic organization of rural health
care underwent a fundamental change. This health service reform
in the rural areas was initiated by Mao's directive on June 26,
1965 and reinforced later on. Since then, the geographic
redistribution in favour of the deprived rural population became
even more pronounced.
In response to the nation wide call for the establishment
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of brigade medical stations and a co-operative medical program for
the rural areas in 1967, the commune clinic started to organize
training courses for three groups of barefoot doctors in the
three consecutive years from 1967 to 1969. The brigades set
up a co-operative medical program and the brigade medical station
in 1968, immediately after the first group of barefoot doctors
had completed their training. This measure was aimed at
maximizing the health coverage in the provision of primary
health care to meet the basic health needs of the commune
population.
In 1966, the parallel construction of a new commune clinic
equipped with hospital facilities and supporting laboratories also
commenced and was accomplished by 1968. By then, the institutional
reform in medicine was basically in shape. Henceforth, comprehensive
care was available to commune members through the regionalized
commune health. network.
In terms of quantitative adequacy, the doctor to population
ratio, as of December 1978, was 1: 1579, about 1.2 times more
favourable than in 1966, and 2.8 times than in 1958( See Table
5.1). In addition, it was also complemented by a barefoot
doctor to population ratio of 1: 632. Furthermore, the
commune population had a ratio of 0.88 bed per 1000 people.
In terms of geographic distribution, the health services were
conveniently located and appropriately organized to ensure
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TABLE 5.1--CHANGES IN DOCTOR TO POPULATION RATIO IN HUANCHENG
COMMUNE, 1949-1978.
Doctor to population
Year Doctora ratio( per doctor)
191+9 1 67147
1958 11 1 4418
1966 26 1 1924
1978 1 157938
Notes: a. The doctors in 1949 and 1958 were not formally
trained doctors, but medical practitioners with
varying levels of training. The doctors in 1966
and 1978 includes both the professional and
assistant doctors.
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timely entry into the health. care system for different population
groups in the commune. The redistribution in access to care
for the entire commune population was significant on both counts
of geographic access.
In this section, no mention ii made of the Doushan Commune
as no sufficient data are available. However, it i°, our
impressions that the trend of geographic change in access is similar
in Huancheng and Doushan Communes.
ECONOMIC ACCESS: CO-OPERATIVE
MEDICAL PROGRAM
The economic aspect of the issue of equity in access to
care deals with the measures involved in coping with the financial
problems faced by the consumers of health care. They may form
a barrier in access to adequate health care for the deprived
population. A great concern on this aspect of access to care
is shown by the developing countries in the provision of
primary health care for its deprived population. This problem
is generally solved through a prepayment on a capitation
system to provide total care for the population, which is
outlined as one of the ideal characteristics in Elling's model
of regionalization. This characteristic is present in the
rural health care sector in China.
The introduction of the co-operative medical program
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in the communes, is one of China's measures in reducing the
economic barrier in access to care for the commune population.
This program mainly benefits the agricultural population of the
brigades. There are also other mechanisms4 in operation to help
finance health care for the remaining population groups in the
commune. In both the Huancheng and Doushan Communes, this
program was implemented in 1968.
Brigade Management
Before 1976, the co-operative medical program was
organized by the individual brigades so that ea-::h brigade serves
as a medical co-operative. As in other countries, the program
is actually a pre-payment for medical care on a capitation
basis. Each brigade member makes an annual payment of a
certain amount of money to the co-operative medical fund of
which a certain proportion is subsidized by allocations from
the brigade public welfare fund. The individual is then
entitled, to a certain extent, to free medical care.
As the total cost of operation determines the amount of
annual payment by the brigade members and the subsidy by the
brigade public welfare fund, the actual operation of this
co-operative medical service is largely dependent on the initiative
and economic conditions of the brigades. Hence, the amount
of per capita co-operative medical fee collected, and the extent
and scope of free medical care provided differ',. among various
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brigades. This can be illustrated by the examples of several
brigades in Doushan Commune as shown in Table 5.2.
In general, a brigade member pays a nominal registration
fee of RMB 0.05 at the brigade station or RMB 0.1 at the commune
health clinic. An additional amount of RMB 0.1 is required at
the commune health clinic for an injection. The rest of the
medical fee is borne either entirely or in part by the co-operative
medical fund, depending on the extent of free medical care
porvided in the various brigades. Through the establishment
of the co-operative medical program, there was a redistribution
in economic access to care for the rural population. When
compared with the past health care was made available to many
poor peasants, whom previously had to fend for themselves on a
fee-for-service basis when sick.
Commune-Brigade Joint Management
Though the establishment of the brigade-run co-operative
medical program enables the individual peasant to withstand the
heavy financial burden of medical services, nevertheless at that
stage, the scope of co-operation was still small in scale. As the
populations of different brigades vary from several hundreds to
several thousands, the brigades, especially the smaller and the
economically more backward ones, had difficulty in coping with
large expenses when several cases of serious illness occurred
simultaneouly. Around 1967, a measure was undertaken by the
communes to enlarge the scope of mutual aid and co-operation
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TABLE 5.2--PER CAPITA ANNUAL PAYMENT OF CO-OPERATIVE MEDICAL
FUND AND EXTENT OF FREE MEDICAL CARE IN DOUSHAN
COMMUNE, BY BRIGADE, 1968.
Per Capita Brigade Extent of
Brigade Annual Free
Subsidypayment Medical care
RMB) ( % ( % )
Qile Brigade 3 10050
Dawan Brigade 2.4 10050
Lufu Brigade 1.5 50 50
Note: In terms of income level, Qile Brigade is classified by
the Doushan Commune administration as an advance brigade
Dawan Brigade as average and Lufu Brigade as backward.
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by shifting from brigade management to commune-brigade joint
management.
Commune-brigade joint management meant putting the
co-operative medical fund at the joint disposal of the commune and
the brigade. The proportion managed by the commune is used for
paying the fees of medical consultations outside the commune.
It is also used for other expenses involved in the operation
of the commune clinic including the purchase and manufacture
of medicines and equipment, and the training of barefoot doctors.
The remaining portion managed by the individual brigades is for
paying the fees of medical consultations within the commune, both
at the commune and brigade levels. It also pays for the expenses
involved in the operation of the medical station. At this stage,.
the amount of annual payment was equalized among the different
brigades within a commune, and every individual was entitled to
free medical care for medical consultations both within and outside
the commune. Free medical care was provided on a comprehensive
basis.
However, there are some variations in the amount of per
capita annual payment and the proportion of the medical fund placed
at the disposal of the commune and the brigades between Huancheng
and Doushan Communes( See Table 5.3). In Doushan Commune, the
commune-brigade joint management co-operative medical program
began in January 1976. In 1978, the per capita-annual payment
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TABLE 5.3--PER CAPITA ANNUAL PAYMENT AND CO-OPERATIVE MEDICAL FUND, BY COMMUNE, 1978.
Per Capita Brigade Brigade Total Proportion of
Commune Annual Medical Fund at
Payment Subsidy Subsidy Fund Commune Levela
RMB) RMB) ( % . ) (_ii4B.) c%)
Huancheng 8.4 6.0 424,20071.4 50
Doushan 2.4 1.2 117,60050.0 30
Percentage
Difference 350 14o500 167360Huancheng
Doushan
Note: a. The porportions of commune-level and brigade-level medical fund add up to 100 per cent
of the total medical fund in the commune.
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of this, program was RMB 2.4, of which 50 per cent is subsidized
by the brigade. It was estimated that 94 per cent of the commune's
52,100 agricultural population have already participated in the
program. The total sum of contributions by the brigade members
was about RMB 117,600. The proportion of this medical fund at
the disposal of the commune and the brigades are 30 per cent and
70 per cent, respectively.
In Huancheng Commune, the commune-brigade joint-management
program began in May 1976. By 1978 about 94 per cent of the commune's
53,700 agricultural population had participated in the program.
The per capita annual payment is RMB 8.4, of which 71.4 per cent
is subsized by the brigade. This gives a total sum of RMB 424,200
of which 50 per cent is at the disposal of the commune, while the
remaining is left to the individual brigades. The total amount
of the medical fund and the proportion placed at the disposal of
the commune are both greater in Huancheng Commune.
This sharing of the medical fee between the commune and
the brigade greatly increases the ability of the brigades to
overcome the economic barriers in access to care. This upgrading
of the co-operative medical program from brigade management to
commune-brigade joint management benefited all brigades,
especially the smaller and economically more backward ones.
This can be illustrated by the Xiangyang case in Doushan Commune.
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The Xiangyang Case
The Xiangyang Brigade in Doushan Commune has a population
of only 250 people with a medical fund of only RMB 600. In 1976,
there was a case of serious intestinal cancer which was treated
at the county hospital and the medical fee charged for the treatment
of this illness was RMB 428. Under the brigade management
program, this medical fee would have been borne entirely by the
brigade itself. This would have created a great burden for the
brigade. Under the commune-brigade joint management system,
the medical fee was shared between the commune and the brigade
so that the Xiangyang brigade only had to pay for 64 per cent
of the original medical fees. Thus, the financial burden of
the brigade is alleviated to a certain extent. This redistributive
effect can be further apprehended if we consider the situation
before the establishment of the co-operative medical program in
the brigades. At that time this medical fee, which amounted to
about 4 times an individual's annual income 6, would be borne
entirely by the patient himself.
SUMMARY
It is obvious from the above discussion that the
institutional reform in medicine in rural China through the
formation of the commune health network and the implementation
of the co-operative medical program in the communes had indeed
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led to an improvement in both the geographic and economic access
to care for the rural population. However, there still exist
limitations on this issue of equity in access to care.
In terms of quantitative adequacy., the various population
ratios of medical manpower and facilities are still not yet
up to the standards set by the state health sector.
In terms of economic access, the co-operative medical
program is not yet totally satisfactory as illustrated by the
Xiangyang case. The medical funds available for use at the
commune level only amounts to a small portion and variations in
the capability to withstand the financial burden of medical services
still exist among the brigades. The program needs upgrading
and the pattern of development is to increase the
proportion of commune level medical fund until the entire
amount can be placed at the disposal of the commune-
Due to the limitation of the data available, the outcome
aspect of access to care is not considered in this chapter.
From the process aspect's views, the socio-cultural barrier in
access to care is also not dicussed. However, it is our impressions
that the intergration of Chinese and Western medicine and the new
dimension of barefoot doctor-patient relationship in the rural
health care system are possible measures to cope with the problem
of socio-cultural barriers.
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NOTES ON CHAPTER V
1. Donabedian, A. Models for organizing the delivery of personal
health services and criteria for evaluating them. Milband
Memorial Fund Quarterly, 1972. 50( Oct.): 103-154.
Cited in Aday and Anderson (1975).
2. We are informed that the travel time and waiting time
involved in each visit would take for about one whole day.
3. This figure is an estimate made by the writer based on
the knowledge of an annual population increase of 3.79 per
thousand from the, year 1949 to 1966.( The population at
1949 was given to be 47,000 while the population at 1966
was 50,025).
4.The state-employees within the commune are provided with
free medical care by the state health sector. The commune
cadres and the workers of the commune-run enterprises are
provided with free medical care by the respective commune
functionaries and enterprises. The dependents of these
two groups join in a similar kind of co-operative medical
program in their respective organizations.
5. The mechanism operating in this commune-brigade management
program was as follows: each brigade donated 20 per cent
of its medical fund( in 1976, the proportion at the
disposal of the commune was only 20 per cent), which was
pooled for use in the entire commune. If the amount of
payment for consultations outside the commune in a-brigade
exceeded that of its donation, the excess amount was
shared equally between the commune and the brigade. In
the Xiangyang case, RMB 120 was donated by the brigade to
the commune for use. The commune paid for 50 per cent of
the excess amount of RMB 308, so that an amount of RMB
274 was actually borne by the brigade.
6. In 1977, the average per capita income in Doushan Commune is
RMB 109.
CHAPTER VI
COMMUNE HEALTH NETWORKS- A TENTATIVE COMPARISON
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The rural health care sector in China is not homogenous.
It is comprised of a vast number of commune health networks which
are dispersed in different regions of the country. Though these
health networks are independent cellular units which are locally
administered and locally financed, however, they are not totally
segregated but incorporated into the state health sector through
co-ordination and supervision by the county health bureau.
Consequently, this special characteristic of the rural health
sector leads to a certain degree of standardization in health
care development and operation in the various health systems.
However, counteracting this tendency towards standardization
is the variation in the actual operation of these systems. This is
probably due to the fact that a great degree of autonomy is
also allowed to the individual commune health networks in the
actual implementation of the various state policies in health work,
despite the close control exerted by the county health bureau.
This reflects the operation of the basic organization theory of
democratic centralism in China as exhibited in the authority
structure of the rural health sector, which leads to flexibilities
in the different commune health networks. In general, the
variations are due to disparities manifested in different respects
of the commune organiation such as in economic condition, physical
location, and epidemiological situation, etc. Since, a health care
system is also part of the larger social and political system,
the actual operation of the commune health networks would have to
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be affected by variations in-their immediate context, the commune
organizations.
Discussion in the preceding chapters showed that there
are institutional similarities in the two commune health
networks. In addition, variations in the actual opera.tion of the
rural health care system can also be identified.
INSTITUTIONAL SIMILARITIES
The institutional similarities in the two commune health
networks are manifested in the following aspects: organization
and authority structure, types of task-oriented health organizations,
structure of commune health-clinics, barefoot doctor ratios,
size of health aids,* and* the patient referral system,-
Organization and Authority Structure
The commune health networks are organized within the
framework of a regionalized system, consisting of two types of
health organizations. These two types of task-oriented and
administrative-oriented health organizations, and the respective
lines of leadership among these organizations are essentially
the same for the commune health networks.
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As illustrated in Figure 3.3( Three lines of Leadership:
Formal Structure of Authority in the Commune Health Network),
there are three lines of command existing in this authority
structure. First, there is a vertical line of command among
the hierarchy of task-oriented health organizations, which are
the operational units. Second, there is a vertical line of command
among the hierarchy of administrative-political units. Third,
there is a horizontal line of command among the administrative-
oriented and the task-oriented health organizations at each
respective level of the regionalized system. This reflects the
unique nature of administrative-political dominance over the
operational units in the performance of health work.
Types of Task-oriented
Health Organizations
The types and the relative numbers of the task-oriented
health organizations at the respective commune and brigade
levels are basically the same. At the commune level, there
a commune health clinic usually with some branch clinics, and
some medical stations for the industrial workers of the commune-
run enterprises. At the brigade level, there are the brigade
medical stations, with one station for each brigade. This is
clearly illustrated in Table 3.1 and Table 3.2( Medical
Facilities in Hua_ncheng Commune and Medical Facilities in
Doushan Commune). Another specific feature of these organizations
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is that these units were generally set up at about the same time,
in response to state health policies 0
Structure of Commune Health Clinics
The commune health clinic is differentiated into a
number of divisions in its daily operation and performance of
various health tasks, with each division having specific
responsibility. These areas of responsibility are essentially
similar for the two communes, as illustrated in Figure 4.1 and
Figure 4.2( respectively, the Organizational Chart of Huancheng
Commune Health Clinic, and Organizational Chart of Doushan Commune
Health Clinic). Though there is a slight variation in the actual
members and classification of the divisions in the two health
clinics, nevertheless these areas of responsibility basically
include the following respects: administration, medical services,
maternal and child care services, preventive services, and.
medication and equipment suppliance.
Corresponding to this similarity in the areas of
responsibility, is the similarity in the types and relative
numbers of personnel staffing the two clinics. The only great
variation, is identified in the number: of professional and
assistant doctors in the two communes. This similarity is
indicated in Table 4.1( Manpower in Commune Health Network,
By Commune).
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At present, there is a slight difference between the
two communes in their respective status in the three-level county
health network. Doushan Commune Clinic is a regional health
clinic while the Huancheng Clinic is still an ordinary one.
However, the disparity will soon be bridged when the Huancheng
Clinic is upgraded to a regional clinic in the near future.
This upgrading of the status of Huancheng Clinic will lead to
similar bed ratios between the two clinics, due to the standard
set by the county health bureau for regional clinics to be
better staffed and equipped than ordinary clinics. At present,
the bed ratios in the two communes vary with 0.88 bed per 1000
people in Huancheng Clinic and 1.55 beds per 1000 people in
Doushan Clinic. By the time Huancheng Clinic completes the
expansion of the inpatient ward, the bed ratio will be raised
to 1.67 per 1000 people, which will be closer to that in Doushan
Clinic.
Barefoot Doctor Ratios
The population ratios and the sex ratios of the barefoot
doctors at the brigade level are basically similar in the two
communes. Table 4.2( Population Ratios of Medical Manpower and
Facilities, by Commune..) indicates that the barefoot doctor to
population ratios are respectively 1: 63? and 1: 620 in
Huancheng Commune and Doushan'Commune. Table 4.3( Sex Composition
of Barefoot Doctors, by Commune) illustrates that the proportion
of the female barefoot doctors in the Huancheng and Doushan
Communes are respectively 44.4 per cent and 36 per cent, which
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are close to each other.
This similarity is due to the observance of the dual
standards set on the population ratio and sex ratio of the
barefoot doctors by the state health sector at the provincial
( Guangdong) level.
Size of Health Aids
For the two communes, the number of health aids at
the production team level are also close to each other. As
indicated in Table 4.1, there are basically two health aids per
team in the two communes, with one male and one female. This is
also an arrangement made by the commune in response to the
standards set by the state health sector.
Patient Referral System
In principle the system of patient referral both within
and outside the commune is essentially similar for the two communes.
Patient referral in the Huancheng and Doushan Commune follows a
progressive stepwise route along the different levels of the
regionalized system, as shown in Figure 6.1. Front-line contact
with medical care for the brigade members begins at the brigade
level. If the technical competency at the brigade level is
insufficient in treating the illness, then the patient will be
referred to the commune level. If the commune clinic is
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PROVINCIAL LEVEL Guangdong Province
People's Hospital




COUNTY LEVEL Taishan County
People's Hospital






Fig. 6.1--Patient Referral System for a commune
in Taishan County: an ideal system,
1978.
Note: The health units of Jiangmen Shi( City) are at the
same level as that of Foshan Prefecture within the
state health sector.
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again incompetent in dealing with the illness, then the patient
will in turn be referred to the respective higher levels.
However, in actual practice, slight adaptations or variations
can be identified in the two communes, and these will be
discussed in the latter part of this chapter.
The above institutional similarities of the two commune
health networks are mainly brought about by the specific nature
of the unified authority structure in the health care system.
The commune health networks are under strict control by the
state health sector through the close supervision by the county
health bureau. This is indicated by the vertical line of command
that exists among the administrative-oriented health organizations
The operation of this unified authority structure results in a
tendency towards standardization and formalization of rural
health care organization in different communes. Various
measures are undertaken to implement the different standards in
health work set by the state health sector. In general, these
standards are set by the health departments at the provincial
level and apply to all the communes within that province. As
the Huancheng and Doushan Communes are both under the
administrative jurisdiction of the Foshan Prefecture and GuangdonE
Province, all the health standards or measures apply to the two
communes simultaneously. Thi.s provides a plausible explanation
for the institutional similarities between the two commune
health networks.
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Comparison of the two commune health networks will be of
variations that exist in health care development and operation.
Previous discussion of the basic characteristics of the two
communes indicates that they are strikingly similar in organizational
principles and other various characteristics, except in two respects.
Great disparities can be identified in the income level and the
relative proximity to urban centres. That is the Huancheng Commune
is both higher in income level and more proximal to urban centres
than the Doushan Commune. Variations in the two commune health
networks will be identified and interpreted in light of these
disparities.
VARIATION: PROXIMITY TO URBAN CENTRES
The relative proximity to urban centres of a commune can
serve as comparable indicator of the relationship with urban
areas of Huancheng Commune and Doushan Commune. This factor
can also reflects the relationship of the respective commune
health networks with the state health sector. The medical
resources at the different levels of the state health sector are
mainly allocated to the urban centres. Both Huancheng and
Doushan Corimunes are under the administrative jurisdiction of
the Foshan Prefecture and Guangdong Province. The state health
units that are assigned to serve these two communes are located
respectively in the Taishan and Xinhui capital towns, the
Jiangmen Shi( which is a city under the direct jurisdiction of
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the Guangdong Province and is at the same administrative level
as the Foshan Prefecture), the Foshan Prefectural City' and
Guangzhou. Among these urban centres, the most significant ones
to the two communes are the county capital towns and Jiangmen
Shi, as they are comparatively closer. Consequently, the
relative location of the commune from these urban centres
affects its capability in mobilizing and utilizing state medical
resources in addition to its own. Presumably, health care
development in the more proximal communes would be more
favourable than that in the remote communes.
Huancheng Commune is both more proximal to the county
capital town and Jiangmen Shi than Doushan Commune. It is about
9 kilometers from Jiangmen Shi and is in the immediate neighborhood
of Xinhui capital town whereas Doushan Commune is about 54
kilometers and 30 kilometers from Jiangmen Shi and Taishan capital
town, respectively. The capability of Huancheng Commune in
utilizing the medical resources in urban centres is thus
greater than Doushan Commune. In relation to this disparity,
the following variations can be identified in health care
development and actual operation of the two commune health networks.
Open System vs. Closed System
Though in principle, the ideal system of patient
referral are followed by both Huancheng and Doushan Communes,
variations exist in the actual operation of the two systems.
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In Doushan Commune, the referral system is more rigid in that
the brigade members are arranged to seek first-contact medical
care from the brigade stations. This is because the kind of
medical care that the brigade members can conveniently have
access to is that from the medical station. Any referral to
the commune or higher levels in general requires the approval
and verification by barefoot doctors( for example, in the
form of memos, or accompanied by the barefoot doctors in person).
In contrast, as Huancheng Commune is in the close
vicinity of urban centres, the kind of medical care that is
readily accessible to the brigade members ranges from more
general care at the brigade stations to progressively more
specialized care at the commune clinic, the county hospitals
and even the hospitals in Jiangmen Shi. In order to cope with
this p..articular situation, the commune issues identity cards
of co-operative medical care for the brigade members, and with
this card, they are allowed to seek care at any level on their
free choice. This reflects the relative flexibility of the health
care system in adapting to different environmental situations.
Consequently, the regionalized health network in
Huancheng Commune is a comparatively more open system as judged
from the criteria of patient referral which is less rigid,
while that in Doushan Commune is a more self-contained and
relatively more closed system. This can be illustrated by the
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relative proportion of outpatient care provided at the
respective levels of the system.
In Doushan Commune, a great proportion of outpatient
care is provided by the brigade stations. The ratios are
83.3 per cent and 16.7 per cent at the brigade and commune
levels, respectively. In Huancheng Commune, a greater proportion
of outpatient care is provided by the commune clini.c,as
illustrated by the respective proportion of 60 per cent and
40 per cent at the brigade and commune levels. In addition,
only 80 per cent of the total outpatient cases of the commune
population are treated within the commune health network system.
The remaining 20 per cent of outpatient care are sought outside
the commune, that is in the county capital town and
Jianmen Shi.
Primary Health Care vs. Specialized Services
In the two comrriupe health networks, there are also some
variations in the relative emphasis on the kind of health care
provided by the respective commune clinics. A greater emphasis
on developing more specialized servic,=s is shown by the Doushan
Commune Clinic. In contrast, the Huancheng Commune Clinic shows
a greater emphasis to developing primary health care. This
disparity can be illustrated by the relative proportion of
professional and assistant doctors in the two communes and the
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distribution of these doctors in the commune clinics and
branch clinics( See Table 6.1).
In Doushan Commune 52 per cent of the doctors are
professional doctors, as compared to that of 18 per cent in
Huancheng Commune. When we only consider the doctors in the
commune clinic and exclude those in the branch clinics, this
variation in the proportion of professional doctors is even more
prominent. The professional doctors in the Doushan Commune
Clinic amount to 61.9 per cent, while that in Huancheng Commune
Clinic is only 25 per cent.
This variation in the relative proportion of professional
and assistant doctors in the two communes reflects the different.
emphasis of the two communes health networks. This is because
there is a division of labour in the provision of primary health
care and specilaized services between the professional and
assistant doctors. The professional doctors are responsible for
providing more specialized services, while the assistant doctors are
only qualified for providing primary health care due to the
difference in the nature and the length of training of these two
types of doctors. Thus, the greater proportion of the professional
doctors in the i)oushan Commune illustrates that a greater
emphasis is put on developing specialized services in this commune
health network when compared with that of Huancheng Commune.
In other words, the Huancheng Commune health network exhibits a
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TABLE 6.1--COMPOSITION AND DISTRIBUTION OF DOCTORS, BY COMMUNE, 1978.
Composition of Doctorsa Composition of Doctorsb Distribution o Doctors
in Commune in Commune Clinic
COMMUNE
Professional Assistant Professional Assistant Commune Clinic Branch Clinic
Huancheng 18.0 82.0 25.0 75.0 63.2 36.8
Doushan 52.0 48.0 61.9 38.1 84.0 16.0
Note: a. The total numbers of doctor( professional and assistant) are 38 and 25 in Huancheng and Doushan
Communes, respectively.
b. The numbers of doctor exclude those in the branch clinics.
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comparatively greater emphasis in developing primary health care
for its population.
This relative thrust towards primary health care in
Huancheng Commune can be further illustrated by the variation
in the distribution of doctors in the commune clinic and the
branch clinics in the two communes. In Huancheng Commune 36.8
per cent of the doctors( the majority of them are assistant
doctors) are distributed into the five branch clinics.
These branch clinics are appropriately located in five districts
and are assigned with the responsibility of giving support to the
brigade stations. This measure will result in a greater
redistributive effect in access to care for the various brigade
population of the entire commune. Comparatively, the doctors
in Doushan Commune are more concentrated in the commune health
clinic., only 16 per cent are distributed into the two branch
clinics. In absolute members, the disparity is even more extreme.
The above disparities in the proportion of the
professional and assistant doctors, and the distribution of
these doctors in the commune clinic and branch clinics both
illustrate that Doushan Commune focuses more on specialized
services while Huancheng Commune focuses more on primary
health care. This variation can be interpreted in relation
to the difference in location of the two communes relative
to the urban centres.
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As a result of the more remote location of Doushan Commune,
its commune health network has to be a more closed and self-
contained one. The more specialized services in the urban centres
are not readily accessible to its population. This specific
nature requires the commune clinic to be-sufficiently self-
dependent in the provision of specialized services to the commune
population. Consequently, the Doushan Commune health network
exhibits a greater emphasis in developing specialized care.
In contrast, the more proximal location of the Huancheng
Commune results in a more open regionalized system which enables
the more specialized services in the urban centres to be
readily accessible to its commune population. As the commune
health network can rely on the urban centres for the provision
of more specialized services. It can then put more effort in
developing primary health care. This specific nature may
lead to a greater redistributive effect in the equity in
access to care for the entire Huancheng Commune population
when compared with Doushan Commune.
Doushan Commune health clinic is a regional health clinic,
in principle it should be better staffed and equipped than the
Huancheng health clinic. On the contrary, Table 4.2 shows that
the. doctor to population ratio in Huancheng Commune is 1: 1579
as compared to that of 1: 2317 in Doushan Commune. This reflects
a situation that more doctors are distributed to the proximal
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communes, as they are trained and allocated by the respective
levels of the state health sector in the urban centres.
The situation is in contradiction with state health policy
which gives a priority to the more remote communes in the app-
ropriation of medical personnel'and equipments. A plausible
explanation to this is that the doctors are more willing to
serve in the more proximal communes than in the remote
communes. In general, the conditions in the proximal communes
are much better off than that in the remote communes. This
counteracting factor may interfere with effective
implementation of the state health policy.
The variation in economic condition of the two counties
can be another possible explanation. To our impression, Xinhui
county seems to be better-off and more developed economically
than Taishan County. The training and the support of the
secondary-level medical personnel( assistant doctors, nurses,
dispensers) are mainly self-financed by the county health
bureau, though appropriations from higher levels of the state
health sector are available. In Xinhui County the economic
resources available for use in the health sector are presumably
more than that in Taishan County. Consequently, the Xinhui
County H.ealth Bureau is capable of training and supporting a greater
number of assistant doctors who are distributed to the commune
health clinics. Actually, the disparity in doctor to population
ratios of the two communes is mainly due to variations in the
number of assistant doctors as indicated in Table 4.1. In terms
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of the redistributive effect in geographic access to care,
the population of Huancheng Commune benefits more than that-
of Doushan Cnmmnr_
VARIATIONS: INCOME-LEVEL
The income level of a brigade or a commune can serve
as an indicator of the level of economic development of that
particular brigade or commune. It determines to a certain
extent, the amount of economic resources or co-operative
medical fund available for use in the financing of health
services in the commune. This is because the total cost of
operating the co-operative medical care in the commune is
mainly dependent on the annual payment by the brigade members
and the subsidy from the brigade's public welfare fund2.
The commune may also allocate a portion of its public welfare
fund to subsidize health care services of the entire commune.
The income level of a commune will affect both the amount of
annual payment by the brigade members and the subsidy given
by the brigade collective.
The income level in Huancheng Commune is higher than in
Doushan Commune. In 1977, the average per capita income in
Huancheng Commune is RMB 146, which is 34 per cent higher than
that of RMB 109 in Doushan Commune. In addition, the total
gross income in Huancheng Commune is RMB 20,770,000, which is
61 per cent higher than that of RMB 12,920,000 in Doushan Commune.
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This difference in income level may lead to variations in the
two commune health networks. These variations are mainly
reflected in two aspects: the extent of brigade subsidy
,in the co-operative medical program, and the degree of self-
reliance in the operation of the co-operative medical care.
.B la de Subsidy
A brigade with a higher income level is able to allocate
a greater amount of its public welfare fund to subsidize co-
operative medical care, thus benefiting the brigade members.
This is because the public welfare fund is always allocated
as a proportion of the total gross income of the collective
sector. This specific nature can be illustrated by the case
of two brigades in Huancheng Commune and Doushan Commune in
Table 6.2.
The total gross income in Tianlu Brigade of Huancheng
Commune is 2.07 times higher than in Qile Brigade of Doushan
Commune. This difference leads to a variation of 3.3 times in
the proportion of public welfare fund allocated, and a more
extreme variation of 6.8 times in the actual amount of public
welfare fund available for use in the brigades. Consequently,
the proportion of brigade subsidy in the co-operative medical
fund is expected to be'greater in the brigades with a higher
income level.
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TABLE 6.2--PROPORTION AND AMOUNT OF PUBLIC WELFARE
FUND, BY BRIGADE, 1977.
Total Gross Proportion Amount of
Brigade of Public Public
Income Welfare Funs Welfare Fund
Tianlu, Huancheng 11952,036 3.6 70,273
Qile, Doushan 943, 002 1.09 10,278
Percentage
Difference(%) 207 330 680
Tianlu
Qile
Note: 1. The per capita income in Tianlu Brigade of Huancheng
Commune is RMB 171 that in Qile Brigade of Doushan
Commune is RMB 160.
2. The Tianlu Brigade has a population of 5,689 Qile
Brigade has a population of 3,076.
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This specific nature at the brigade level can also be used
to interpret the variations in brigade subsidy among communes.
In 1978, the co-operative medical program in both Huancheng and
Doushan Communes had already been upgraded to commune-brigade
joint management. In this program, the amount of annual
payment and brigade subsidy to the medical fund is equalized
among all the brigades within the individual communes.
However, variations in collective subsidy can still. be identified
in the two communes as indicated in Table 5.3.
In Huancheng Commune, the ratio of brigade subsidy to the
per capita annual payment of the medical fund is greater both in
absolute and relative amounts than in Doushan Commune. In terms
of absolute amount, brigade subsidy in Huancheng Commune is 5
times higher than in Doushan Commune. In terms of proportion,
it is 1.1+ times higher than in Doushan Commune. Actually, it
is this variation that contributes, to a large extent, to the
difference in the total sum of medical fund available for use
in the two communes. As a consequence, the total medical
fund in Huancheng Commune is 3.6 times higher than in
Doushan Commune.
The co-operative medical program in the commune is.
mainly designed to effect on a redistribution in the equity
in economic access to care in favour of the brigade members.
This variation' shows that the redistributive effect is more
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favourable in Huancheng Commune than in Doushan Commune.
Degree of Self-reliance
The extent of state subsidy in health work for the
various commune health networks is determined by the amount
of co-operative medical fund available for the operation of
health care. A commune with a lower income level and
consequently, a comparatively limited sum of medical fund
is more reliant on financial assistance from the state health
sector. This may lead to a reduced degree of self-autonomy
in the performance of health work in the commune.
The income level and the total sum of medical fund
available for use in Huancheng Commune is more than that in
Doushan Commune. The degree of self-reliance and in turn, the
degree of self-autonomy in the operation and development of
health care are presumably greater in Huancheng Commune than
in Doushan Commune. This variation-' can be illustrated by the
different arrangements made by the two communes in response to
the nation-wide call for the organization of the correspondence
course for the barefoot doctors. The Huancheng Commune is
capable of organizing the course in one year-with two
sessions, for the training of all its 90 barefoot doctors at
the same time. However, in Doushan Commune, the course has
to be organized in three separate years for its 89 barefoot
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doctors. This difference in arrangement may be explained by the
constraints faced by the Doushan Commune due to its limited
resources because the cost of training of barefoot doctors is
borned entirely by the commune. Though state subsidy may be
available in overcoming this constraint, this subsidy is not
allocated at the will of the commune.
This disparity in the degree of self-reliance can
also be reflected by the variation in the nature and length
of training of the barefoot doctors. Table 6.3 illustrates
that a total of 66 per cent of the barefoot doctors in Huancheng
Commune have already received further training, as compared to
that of 18 per cent in Doushan Commune. This variation is
mainly due to the difference in the proportion of further
training received at the commune health clinic. The Huancheng
Commune Clinic has the ability to organize further training
courses for its barefoot doctors and 49 per cent of them have already
attended these courses. However, in Doushan Commune, these
courses have not been organized for the barefoot doctors. A
plausible explanation of this difference is in the shortage of
medical fund faced by the Doushan Commune Health Clinic.
Similar constraints may exist in the various brigades iri Doushan
Commune. The cost of training of the health aids is borne by
the medical stations. Accordingly, the shortage of medical fund
at the brigade level may affect the capability of the medical
station in organizing training programs. In Huancheng Commune, a
one-week training
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TABLE 6.3--RELATIVE COMPOSITION OF BAREFOOT DOCTORS WITH





( % ) ( % )
No Further
Training 34 82






Barefoot Doctor( N) (90) ( 89)
Note: a. The correspondence course is not included in this
further training of the barefoot doctors.
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program conducted by barefoot doctors are arranged for all its
health aids each year, while in Doushan Commune, this has not
yet been organized.
SUMMARY
A tentative comparison of Huancheng and..Doushan CommuneE
shows that. the two commune health networks exhibit a great
deal of institutional similarities which can be interpreted in
the light of the unified authority structure in the health
care system. In addition, there are also some variations
in the actual operation and development of rural health care.
These variations can be explained in relation to the difference
in the relative proximity to urban centres and income level
of the two communes.
As Huancheng Commune is more proximal to urban centres,
it can easily utilize the health resources in the state health
sector. Consequently, its regionalized health care system is a
more open one and displays a greater emphasis on developing
primary health care. In contrast, the more remote location of
Doushan Commune results in a comparatively more closed health
care system, which focuses more on specialized services.
This is due to the greater degree of self-dependency that is
required of the Doushan Commune health network, since the
utilization of medical resources in the urban centres are
more inconvenient.
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In another respect, the higher income level in
Huancheng Commune results in a more self-reliant health
care system, with a greater degree of autonomy in the
performance of health work. The comparatively lower income
level in Doushan Commune results in a more dependent system which
relies more on the subsidy from the state health sector. This
constraint leads to a reduced degree of autonomy in Doushan
Commune. Consequently, health care development in Huancheng
Commune seems to have been carried out at a faster rate than
in Doushan Commune. Nevertheless, this comparison is still
a preliminary one, and thus subjected to verification
through further research.
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NOTES ON CHAPTER VI
1. For example, brigade stations are established in both commune
in 1968. The station for the Prevention and Treatment of
Chronic Diseases at the county level are only recently
established in the two counties at around 1976.
2. The individual brigade serves as the bads for the collectior
and management of the annual payment for the co-operative
medical fund. In general, the portion for health care
amounts to 60 per cent of the public welfare fund.
3. The gross income of many production teams or brigades was
generally distributed into five items:
( i) production expenses( including seed fertilizer,
organic manure, pesticide, machinery repair)
( ii) social welfare fund( education, healthcare, and
welfare subsidy for poor members)
( iii) state tax( fixed in absolute terms)
( iv) public accumulation fund( purchase of fixed assets
and equipment and grain reserves)
( v) distribution to members




Given the adverse health situation in the rural areas,
China has adopted a primary health care approach to meet the
basic health needs of its previously deprived rural population.
This approach is implemented in response to the emphasis by the
government to bring about a selective redistribution in health
care access, in order to counterbalance the inequalities between
the rural and urban areas. Consequently, this leads to a gradual
development of the rural health care sector which is composed
of numerous commune health networks.
The present study of the commune health network of
Huancheng Commune and Doushan Commune illustrates that rural
health services are basically organized within a framework of
regionalization. This regionalized system is arranged in the
form of hierarchical structures at the brigade and commune levels,
with progressive degree of technical competency and responsibility
at the higher levels of the health network hierarchy.
The medical stations at the brigade level are staffed
by paramedical workers and are equipped in a simple way, but
adequate for the performance of its functions. These serve as
the peripheral health units which provide first-contact primary
health care for the agricultural population. These medical
stations are in turn supported by lower level of health aids in
the various production teams to enable more efficient implementation
of health work at the most basic level of the commune. In addition,
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there are some medical stations at the commune level which serve
as peripheral health units for the industrial population. The
remaining town population are generally served by the commune
health clinic or branch clinics.
The health clinic at the commune level is the core of this
system. It is staffed with more regular medical manpower, and
equipped with more sophisticated facilities than the medical
stations. This clinic is assigned the primary responsibility
for providing a higher level of general and specialized services
with both outpatient and inpatient care, to the entire commune
population. Thus, this hierarchical arrangement of health services
according to various levels of the funcitional geographic units
of the commune, enables a total population coverage of the
regionalized system.
One prominent feature of this system is that there is
a close co-ordination and line of supervision between the brigade
and commune levels in order to facilitate a more effective
functioning of the ststem. This is mainly carried out through
a two-way flow of patient roferral, manpower training, facilities
and information. Both Chinese and Western medical services are
provided in this system, which can serve as a measure to overcome
the cultural barrier in access to care. A co-operative medical
program is implemented as a measure to deal with the economic
barrier in access. Another special characteristic is the emphasis
on both curative and preventive care, and personal health
services and community health services. This is also
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manifested in other health care system adopting a primary
health care approach. Consequently, comprehensive care are
made available and accessible to the rural population through
this regionalized system of health services.
A preliminary comparison of the two commune health
networks suggests that different economic conditions and
geographical locations of the communes would lead to
variations in the actual operation of this regionalized
system, though their organizational principles are basically the
same. This reflects the relative flexibility of the system in
adapting to variations in environmental situations, as the commune
health networks are locally administered and locally financed.
The comparison shows that health care development in a higher
income and more proximal commune seems to be more favourable
than in a lower income and more remote commune. Nevertheless,
these variations are not too substantial as they are counter-
balanced to a great extent by institutional similarities
displayed by the two commune health networks.
The state health policy put the stress on selective
redistribution in health care to the remote rural areas.
Priority is given to the more remote and backward communes
in the appropriation of medical personnel and equipments.
This serves as a control mechanism to enable a more balanced
development in the commune health networks. It reduces the
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variations among commune health networks due to different
environmental situations and constraints. The rural health
sector is being incorporated into and placed under the control.
of the state health sector. The county health bureau, which is
the most peripheral level of the state health sector, co--ordinates
and supports the commune health networks. The three-level
organization of health services in rural China refers to that at
the brigade, commune, and county levels, with the county as the
basis of regionalization. It serves as a fundamentally self-
sufficient system. This unique nature of the commune health
network and the operation of its unified authority structure
enable effective implementation of state health policies. It
leads to a certain degree of standardization in health care
development and brings about institutional similarities in the
two commune health networks.
It is obvious that the institutional reform in medicine
in rural China has led to a redistribution and improvement in
the access to care for the previously leprived rural population.
This health service reform has only been accomplished recently
through the formation of the commune health network and the
implementation of the co-operative medical program in the communes
Though this change is promising when compared with the past, it
cannot be considered as totally satisfactory. This is in
comparison with the situation in the urban areas and the various
health standards that are considered to be adequate by the state
health sector.
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In terms of economic access to care, the co-operative
medical program still needs continuous development and
upgrading, in favour of the smaller and economically more backward
brigades. It is only by so doing that the disparity in the
capability to overcome economic barriers in the access to care
among the various brigades be reduced. We were informed that
the long-term developmental goal of this program as set by the
state health sector is to upgrade the program to commune-county
joint management. By then, the variations among communes can
also be reduced. Judging from the present situation this goal
will not be easily attained. Difficulties would be encountered
even in the development of the commune-brigade joint management
program which requires increasing the proportion of the medical
fund placed at the disposal of the commune. This is because the
operation of the co-operative medical program is based on the
initiative and economic conditions of the brigades and communes.
It is natural that the underpriviledged brigades would consent
to this development, as they are the ones that benefit most from
the program. However, the attitude of the well-off brigades remains
an obstacle.
In terms of geographic access, the medical--manpower and
facilities are systematically organized and appropriately located
to enable convenient and timely access to health care. Nevertheless,
the quantitative adequacy of both manpower and facilities are
not yet up to the standards considered to be adequate, despite
the great improvements achieved over the years. The change in
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doctor and barefoot doctor to population ratios, the bed ratio still
leaves much to be desired. Furthermore, the quality of training
of the barefoot doctors varies to a great extent. This can be
illustrated by the nature and length of initial training and that
of further training provided for them in Huancheng and.Doushan
Communes.
As the commune health networks in China are in its
developmental stage, these systems are constantly changing,
and searching for solutions to problems. One of the characteristics
of the commune health network is that there exists a vertical
line of command among the different task-oriented health
organizations. This reflects a social hierarchy in the medical
division of labour due to the variations in the nature and
length of training of the medical personnel at the respective
levels. As the barefoot doctors are only paramedical workers,
in general, they perform the health work at the request of and
under the supervision of the doctors of the commune clinic.
This reduced degree of autonomy in work and the difference in
payment system from the doctors, may lead to an incentive problem
for the barefoot doctors that would affect their committment to
work. This problem is worth considering since the committment of the
health workers is a factor that influence the quality of care provided.
Another problem concerns with the quality of training
of the barefoot doctors. Under the constraint of limited
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resources in the rural areas, the problem of equity and quality
of health care seems to be a dilemma that cannot be easily solved
at the same time. Previously, when rural China was deprived of
health workers, the focus on equity precedes over quality. At
that time, the immediate goal is to increase the number of
health workers, therefore, no measurer were undertaken to control
the quality of their training. This leads to a great variation
in the competency of the barefoot doctors. However, this problem
of improving and standardizing the competency of these barefoot
doctors, has recently become a prime concern. It is because the
effective functioning of the commune health networks depends to
a large extent on the quality of care provided by them. In
response to this concern, correspondence courses are organized
with the aim that the training of all barefoot doctors can
attain the level of an assistant doctor by 1980. This-emphasis
on the quality of training may lead to a tendency towards
professionalization of the barefoot doctors. By 1980, there may
be a change in the status of these barefoot doctors, from an
agricultural health worker to a medical professional. By that
time, what would become of the relationship between the barefoot
doctors and the commune population? Would it be necessary to
further upgrade the training of barefoot doctors to that of a
professional doctor? These questions are directly related to
the developmental goals in China's health sector. Whether China
would follow its own way of developing health care in the future
or gradually switch to the approach of health care modernization
in the developed countries is a problem that is worth considering.
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Finally, another unique feature of the commune health
network is the prevalence of administrative-political dominance
over the medical and health workers. This is manifested in the
horizontal line of command between the administrative-oriented
and task-oriented health organizations. As a result, decision-
making in health care development is largely in the hands of the
administrative units. Only a limited autonomy is allowed for the
medical professional or the health worker. In general, they
only serve as executor of health work. This administrative-
political-dominance may inhibit health care development due to
the difference in viewpoint and emphasis between the administrators
and the professionals. The recent.shift in emphasis on the
quality of care may lead to a reversion towards professional-
dominance so that the medical professional and health worker
can resume more autonomy in health work. If so, to what extent
can this increased autonomy of the medical professional facilitate
health care development, and what are the new problems that
would arise?
In conclusion, the health care system in China seems to
be a potentially promising one in the provision of primary
health care to its rural population. This developmental
experience in China, when adapted, can serve as references
for other developing countries facing the same problems of
developing primary health care for the deprived population.
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